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POSSIBLE PITFALLS IN LIFE ASSURANCE 
EXAMINATION, : 
AND REMARKS ON MALINGERING* 


BY 


F. PARKES WEBER, M.A., M.D., F.R.C.P.Lonp. 


' Jy thanking the society for electing me its President, 
’ T feel that it must be a difficult task for me to occupy 
worthily a post which has been in turn held by my father, 
by one of my distinguished masters at St. Bartholomew’s 

ospital, and by several others whom I admire and 


honour. 


ExampLes OF DISEASE WHICH MAY EscAaPE DETECTION 
at Lire AssuURANCE EXAMINATIONS.+ 
Arterial Hyperpiesis, with or without Granular Kidneys. 
—It is certainly quite easy at a single examination to over- 
' ook a case of hypertension if one does not employ the 
oo ygmomanometer, even when the brachial systolic 
ed pressure is as high as 190 or 200 mm. Hg. Here we 
have the grave risk of premature death from such causes 
as cerebral haemorrhage, etc. In many cases the urine 
may be found on repeated testings to be free from albumin, 
tube casts may be absent, or only one or two hyaline 
casts may be discovered by the help of the centrifugal 
_ machine, as they may be sometimes in the urine of healthy 
~persons. Ophthalmoscopic examination may likewise show 
nothing abnormal in this class of cases. The heart may 
not appear enlarged by ordinary examination, notably in 
fat or fleshy subjects; moreover, a moderate amount of 
pulmonary emphysema may mask hypertrophy of the left 
ventricle. 

Disease of the Myocardiwm or Coronary Arteries of the 
Heart in Syphilitic Subjects—In early cases, without 
knowing the subjective symptoms, one may easily over- 
look disease of this nature at a life assurance exanmnation. 
Moreover, a history of past syphilis may not be forthcoming. 


_ The Wassermann reaction is not likely to be taken. A first 


attack of angina pectoris may be fatal. Other grave 
symptoms of myocardial disease may suddenly develop in 
young or middle-aged individuals. Sometimes consider- 
able areas of the cardiac wall undergo degenerative changes 
owing to obstruction in their supply of arterial blood, and 
then death is likely to-occur rather suddenly before a true 
cardiac aneurysm has developed. 
Malignant tumours in the thorax or abdomen may easily 
be overlooked in an early stage of their development, 
| ‘especially at a single examination. Symptoms regarded 
— .as connected with ordinary dyspepsia may signify com- 
-Mencing cancer of the stomach. In some cases the per- 
sistent absence of free hydrochloric acid in the contents of 
the stomach after a test breakfast might have furnished 
‘“‘yaluable evidence as to the nature of the case, though it 
‘must by admitted that free hydrochloric acid is probably 
‘more often absent in non-malignant conditions than is 
‘ordinarily supposed. It is not surprising that an operation 
for a malignant tumour in the abdominal viscera may occa- 
isionally be heard of in bona fide cases not long after accep- 
tance for life assurance, even when there was no suggestion 
' (ofa tumour being present at the time of the life assurance 
examination. 
1) Disease of the suprarenal glands, notably primary 
Malignant disease (malignant hypernephroma), may escape 
| #8ecognition at first. Tuberculous disease, ‘with caseous 
|” degeneration, in one or both glands, is often not recognized, 
' yen if there are asthenic symptoms, before the charac- 
teristic cutaneous pigmentation of Addison’s disease has 
developed. The following case bears on the question of 
» the difficulty in the diagnosis of “latent Addison's disease,” 
» . with asthenic symptoms and delayed recovery from infec- 
tions, before the typical cutaneous pigmentation has 
developed. 


In December, 1899, I saw a man, aged 24, suffering from a 


o pyrexial attack, which was regarded as influenza. The illness 


“+. Was accompanied by some pleurisy at the left base, and was 


‘ollowed by remarkable debility. Several medical consultations : 


Were held, and gradually he apparently recovered. In 1901, 
when shooting in India, he was attacked by malaria, probably 
not a particularly severe attack, and was sent up to the hill 
Station of Darjeeling. There his condition was one of great 


* Presidential address before the Assurance Medical Society, 
huary 9th, 1918. 








asthenia without fever, and he had syncopal attacks, in one of 
which he died. Some pigmentation was observed in India, 
though none had been noted during the illness in England. A 
most careful post-mortem examination was made, and in a report 
sent over to a life assurance office in England it was stated that 
the suprarenal glands‘contained yellow caseous material and 
calcareous plates, and were matted ether across the aorta. 
It seems to me that suprarenal disease f tent Addison’s —— 


,was probably. the true explanation of the asthenic 


connected with convalescence from the previous illness in 
England, and was on also present when his life was 
heavily assured at ordinary rates by a great English life assur- 
ance company before the illness in question. ore than one 
English company was affected by his early death. 


Cirrhosis of the liver is sometimes very hard to detect, 
especially in fat or apparently well-nourished persons, 
with thick abdominal walls which make palpation of the 
liver or spleen difficult. In such cases the disease, th 
it may have had an ordinary alcoholic origin, may 
not only quiescent, but also actually latent. When the 
abdominal walls are thin or flabby, the hardened liver 
generally seems enlarged to’ palpation, even when it is in 
reality more or less atrophic. Evidently the position of 
the liver is changed in such cases, for the lower margin 
can usually be felt projecting below the costal margin. 
Slight enlargement of the spleen can often likewise be 
made out, and this, together with an occasional subicteric 
tinge of the conjunctivae, and perhaps (when present) 
relatively dark-coloured urine, and excess of urobilin in the 
urine, may facilitate the diagnosis. a 

Splenic Enlargement.—Every medical examiner knows 
the difficulty in mage’ to slight chronic enlargement of 
the spleen, when the enlargement is not certainly the 
result of malaria. I su no candidate for life assurance 
with great enlargement of the spleen would be accepted, 
whatever the nature of the enlargement might be. I may 
draw attention here to a certain rare class of cases of 
splenomegaly. A young woman, or a young man, suddenly 
complains of considerable pain in the upper part of the 
abdomen, possibly accompanied by temporary fever and a 
little ascites. The ascites soon disappears, but the 
is found to be enlarged, and there is probably me anaemia. 
Soon the pain passes off, the patient feels well, and there 
may be no anaemia, but more or less enlargement of the 
spleen persists. In some cases there may be a little early 
haematemesis. Later on the patient may seem and feel as 
well as any healthy person, in spite of the persistence of 


‘the splenomegaly. After a year or two the blood count 


will probably show nothing abnormal excepting moderate 
leucopenia. For the clinical aspect of the case at this 
stage I have suggested the term “anaemia splenica sine 
anaemia.” Sooner or later, —— haematemesis 
is likely to occur, and the case will then probably be 
diagnosed as one of splenic anaemia or Banti’s disease. 
But in this class of case, as post-mortem examination 
shows, the real cause of the splenic enlargement, haema- 
temesis, etc., is a kind of pylephlebitis adhaesiva, with 
resulting obstruction in the splenic and portal veins.+ The 
obstruction to the return of blood from the spleen may 
become compensated, and the disease may remain quiescent 
for a long period, but fresh attacks of thrombosis in the 
portal vein are apt to occur, ultimately leading to complete 
obstruction. There may or may not be a history of trau- 
matism at the commencement of the disease, and the 
etiology of the thrombo-phlebitis in these cases has not 
been satisfactorily explained. 

Pulmonary Tuberculosis.—I need scarcely mention the 
well-known danger at single life assurance examinations 
of failing to recognize the presence of early pulmonary 
tuberculosis, especially when, for one reason or another, 
the medical examination is somewhat hasty or incomplete. 
Early cases are by no means always the most favourable 
cases of pulmonary tuberculosis. Apart from the general 
nutrition and build (and, possibly the family history) there 
are no data at first to hélp one to form an opinion as to 
how the disease is likely to progress or how efficient 
ordinary hygienic and therapeutic measures are likely to 
prove to be. On the other hand, in old cases, and after 
the disease has been under observation for a considerable 
time, the resistance of the patient has been more or less 
estimated. When a person is not overwhelmed by .the 
disease, even when it has considerably progressed, the 
power of gradually acquired resistance and compensation 

F, 
+ For one of many typical Smeg oom aes this kind ot see see page 


Weber, Proce. . Soc. Med., n vol. ix, 
(including the discussion which followed the paper). 
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niay prove to be tremendous. A man may be slowly 
“chased through life” by the disease and yet live to 
a fair, or even old, age. The disease, although very 
advanced and after extensive cavernous formation has 
taken place, may ultimately become quite quiescent or 
obsolete, and death may occur from other causes. 


In September, 1909, I saw a gentleman (W. M. M.) with 
extensive cavernous signs over the upper part of the left lung, 
back and front. He was67 years old, but looked rather younger. 
Cavity formation had occurred, according to the history, in the 
upper part of the left lung after an attack of measles at the age 
of 16 years. At 38 years of age he is said to have had a bad 
‘cold ”’ so that ‘‘ the hole in his left lung got disturbed,” and 
the pulmonary tuberculosis became active again. Since that 
time he had been much abroad, in Egypt, Malta, the West 
Indies, and Madeira, but especially in the Canary Islands. For 
some time he had had a house near Las Palmas in Grand 
Canary. A tragical complication for the patient was the death 
of his wife (to whose devoted attention he owed so much) by 
suicide, a few months before I saw him, in 1909. He died at 
Pau in January, 1913, aged 70. 


Diabetes Mellitus —When diabetics are passed in life 
assurance examinations the most probable reason is 
neglect or mistake in urine examination, but it must not 
be forgotten that by means of the modern fasting treat- 
ment the urine can often be rendered temporarily free 
from sugar in the case of young patients (often apparently 
well nourished), precisely those who are almost certain 
to die early from diabetic coma. Such cases would, 
I believe, often be passed, if fraudulently sent up for life 
assurance examination after a preparatory course of fast- 
ing treatment. In 1909, before the general introduction 
of the treatment of diabetes mellitus by Allen’s fasting 
method (“alimentary rest”), the urine in a grave case 
under my care was temporarily freed from sugar in the 
following way :' 

The patient was a young woman, aged 23 years, an in-patient 
at the hospital. The sugar in the urine was reduced by dieting 
to about 70 grams for the twenty-four hours. On September 
10th, 1909, the diet was temporarily limited to 200 to 300 grams 
of olive oil in the day, with as much water as was ‘ished, and 
a codein-phosphate pill (which the patient had been taking three 
times a day) was continued. Asaresult of this ‘* disguised starva- 
tion’? method sugar completely disappeared from the urine on 
September 12th. On September 13th I ordered a return to the 
special diet which she had previously been having for her 
diabetes, and on the next day the uriue was found to contain 
4.5 per cent. of sugar. During the days of exclusive olive oil 
diet the patieit did not feel hungry or as if she was being 
starved. Once or twice the oil, she stated; made her feel a 
little sick, but she looked well and had her usual, somewhat 
florid, complexion. She lost only about 41b. in body-weight. 
She was not emaciated, and, on the whole, gained weight whilst 
she was in the hospital. 


This case was certainly one of grave diabetes mellitus, 
and afterwards died, as I heard, from diabetic coma, but 
surely a life assurance examiner, had he examined her 
when the sugar disappeared, might have been deceived. 

Syphilis and So-called Parasyphilis of the Nervous 
System.—Nervous syphilis is supposed by some to have 
become relatively more frequent since the introduction of 
the methods of treatment by salvarsan and neo-salvarsan. 
The blood serum and cerebro-spinal fluid are naturally 
very seldom (if ever) tested, regarding the Wassermann 
reaction, for purposes of life assurance, and it is guite 
possible that persons actually suffering from headache, 
etc., connected with commencing nervous syphilis, may 
occasionally be accepted for life assurance. Future 
statistics of the great life assurance companies as to the 
causes of death in early claims will doubtless throw some 
light on these questions. Similarly, persons with com- 
mencing tabes dorsalis or general paralysis must some- 
times be unwittingly accepted for life assurance—especially 
if no history of previous syphilis is forthcoming. I doubt 
whether as yet Argyll Robertson pupils are sufticiently 
examined for and the knee-jerks tested as a routine part 
of life assurance examinations. But occasionally at (several) 
repeated examinations knee-jerks cannot be elicited in 
neurasthenic, and even apparently quite healthy, indi- 
viduals. One must acknowledge that tabetic symptoms, 
such as tabetic pains, tabetic paraesthesiae, gastric crises, 
and tabetic urinary troubles, are frequently supposed to be 
due to other causes. It may be noted, however, that 
patients with tabes dorsalis often live a long time, and in 
gome cases the life assurance companies would not be 
losers if tabetics were accepted by mistake. Tabetics in 
whom optic nerve atrophy occurs early seem often to have 





a relatively mild form of the disease in other respects—so 
much so that, I believe, in France, about Charcot’s time, 
a kind of “arrested tabes dorsalis with blindness” wag 
spoken of—that is to say, a class of tabetics was recognized 
whose symptoms (that is, the progress of their disease) 
were arrested by (or, rather, after) the development of 
optic nerve atrophy. 


MALINGERING. 

Knowledge in regard to the simulation of symptoms 
and diseases is of extreme importance for workmen’s and 
accident assurance. The combination of simulated with 
genuine signs or symptoms is often especially difficult to 
detect.. Functional nervous diseases.and simulation of 
organic diseases are not rarely associated with each other, 
The artificial skin affections which I have seen have been 
chiefly in young women with abnormal psychical states. 
Unfortunately in these cases, as in other cases of artificially 
produced disease, though the artificiality of the disease 
may often be recognized, the exact means whereby the 
condition is produced frequently escapes detection. 

Most of us recently have had to pay attention to the 
question of various forms of simulation inmen. Amongst 
prisoners of war simulation of disease for purposes of re- 
patriation tends of course to be regarded as fair play, and 
as rather creditabfe than discreditable, if it is successful. 
In such persons, however, as in accident insurance cases 
and “traumatic neurasthenia,” there may be a real fune- 
tional nervous element combined with the simulation of 
disease. In some cases a functional nervous disease may 
constitute the chief trouble, not combined with actual 
simulation, but fostered by a desire not to recover until 
liberty is regained, justas ordinary traumatic neurasthenia 
may be kept up and fostered by a desire to obtain monetary 
compensation, etc. ; 

An intelligent and highly skilled business man, aged 36 years, 
had right hemiparesis and what seemed to be a kind of myo- 
clonus (paramyoclonus) multiplex. He could not speak, except 
in a whisper, and couid not walk. He was allowed by the 
military authorities to return to his native land, and I after- 
wards heard that not long after his return sudden recovery of 
— and power of walking followed the shock of a fall from a 
ram-car. . 


This reminds me of some remarks in a recent paper by 
E. Farquhar Buzzard,’ in the course of which the author 
stated that he mistrusted the complete genuineness of 
many of the reported sudden recoveries from functional 
nervous disorders (including functional loss of speech, etc:) 
following—that is, as result of—shocks. He suspected 
that the patients began to be tired of their loss of speech, 
etc., and began to be sure that their trouble was no longer 
really necessary; he thought that they then gladly 
accepted some “shock” or other exciting circumstance 
as a kind of “excuse” to recover suddenly. I wish some 
beneficial “shock” had occurred in an aggravated case of 
“chorea rhythmia” (functional) which was under my care . 
for a long time.’ 

The patient was a man, aged 38 years, of Hebrew origin. 
When he was being examined by a doctor, the rhythmic move- 
ments of the neck and arms used to become increased in rate 
and amplitude and force. They quieted down somewhat when 
he was left to himself, and ceased altogether during sleep. 
They became more violent when any one tried to restrain them 
by force in any way. He said he could not walk, but he was 
able to move his lower extremities when he was sitting or lying 
down. He gave one to understand that he could speak only in 
a very slow and jerky manner, as if battling against some 
obstruction in articulation. On the other hand, he could eat, 
drink, and dress himself fairly well, when left alone, without 
any assistance. He was at first not losing weight, but after- 
wards he lost slightly. He was apparently free from any 
visceral disease. His knee-jerks were exaggerated ; no ankle 
clonus could be obtained; his plantar reflexes were difficult to 
obtain, but, when obtained at all, they were of the flexor type. 
Obviously psychical factors played an important part in the 
case. The patient was removed to another hospital and I lost 
sight of him, but perhaps he has been allowed to regain his 
wr and in that case rapid improvement may have taken 
place. 

In some cases I believe it is very difficult to distinguish 
between what one might call bona fide functional paresis 
(with limping on one lower extremity) and actual simula- 
tion, and equally difficult is it to distinguish between 
genuine painful remnants of sciatica and simulation. 

A remarkable case of simulated amblyopia was com- 
plicated by a temporary attack of genuine optic neuritis. 
An intelligent man, aged about 45 years, with special 
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dge of chemistry, was repeatedly examined by two 
eo experts, <a there can be no doubt whatever 
that typical optic neuritis was actually present for a time ; 
it could not have been simulated. He, however, appar- 
ently managed, for purposes of simulation, to have his 
pupils generally under the influence of atropine, but 
occasionally, when examined unexpectedly, his pupils 
were found to react to light. On an occasion, later on, 
when he met one of the eye doctors unexpectedly, he com- 
mitted the involuntary mistake of addressing the doctor, 
before the latter had spoken or given the patient any 
opportunity of recognizing him, except by sight. As to the 
possible causes of the attack of true optic neuritis in this 
case it may be remarked that the patient’s blood serum 
ve a positive Wassermann reaction, that he complained 
f (possibly genuine) headaches, that he was given anti- 
syphilitic treatment, and that the Wassermann reaction 
aftertvards became negative. One day the specific gravity 
of this patient’s urine was found to be 1057, which I think 
was probably due to some common table salt having been 
emptied into it. It is quite possible that the patient had 
noticed tat on ordinary urinometers used in England the 
ion of the scale above 1030 is marked “ diabetes” on 
the reverse side. Owing to this curious statement, per- 
petuated on nearly all these instruments, as used by 
doctors and in hospitals, the idea may suddenly have 
occurred to him that by artificially raising the specific 
gravity of his urine he might simulate an important sym- 
ptom of diabetes mellitus. If so, he probably gave up the 
idea when he found that, owing to the absence of sugar 
from his urine, the disease in question could at once be 
excluded. 
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TWO YEARS’ EXPERIENCE OF SEPTIC 
WOUNDS IN A V.A.D. HOSPITAL. 
ee 
ALEXANDER BLATR, M.D., 


MEDICAL OFFICER, DUNCOMBE PARK V.A.D. HOSPITAL, YORKSHIRE. 


Wauttsr it is true that many of the cases seen at a V.A.D. 
hospital are obviously selected as suitable for removal 
from the parent hospital, and that a certain number are 
already well on the way to convalescence, some at least 
are sufficiently serious to demand considerable care and 
constant attention. The great majority of the wounds are 
septic, and some of them have been treated at the military 
hospital with indifferent success, and are sent to the 
auxiliary hospital in the hope that an improvement in the 
environment may make for recovery. Many of the wounds 
are very foul, especially those of the limbs, and are sup- 
purating freely. A certain number have been operated 
upon for the removal of bullets, fragments of shell, and 
pieces of necrosed bone. Sometimes recent cases are sent, 
and men have been admitted to Duncombe Park within a 
few days of being wounded and still dazed from the shock 
of battle. Our most intractable cases have been those in 
which the lower limb was involved, with sepsis arising 
from an infection of bone. Wounds in or about a joint are 
also, as a rule, serious. 

From: the outset our aim has been to treat wounds con- 
Servatively, with as little operative interference as possible, 
taking the view that the hospital partakes largely of the 
nature of a convalescent home. The patients are given a 
generous diet, and kept in the open air as much as possible. 
The hospital stands in most beautiful surroundings in a 
Wide, open park overlooking the Yorkshire moors, and 
Bheltered from the north and east. Suitable recreations 
and amusements, both outdoor and indoor, are provided, 
and a continuous atmosphere of cheerfulness is considered 
an integral part of the treatment. 

Where there is obviously a foreign body in a wound, 
whether it be part of a projectile or a sequestrum of bone, 
the irritant is removed and drainage established at the 
earliest moment. One of the first operations was for a 
my of shell at the bottom of a discharging sinus in a 

dicr who had been treated for tetanus in France. The 








precaution was taken to give an injection of antitetanie 
serum, a procedure which since then has been widely 
recommended, Sometimes it has been necessary to reopen 
a wound to a considerable extent, or even to reamputate, 
where the flaps were too meagre to cover a bad stump. 
Exposure to direct suulight, in almost all cases, has been 
followed by good resuits, and bad cases have done best 
when removed from the wards and housed in shelters in 
the grounds. Our experience leads us to place reliance 
pm outdoor treatment with the minimum of dressings. 

ases which at first appear almost hopeless in to show 
healthy granulations in a very short time, and patients 
soon become able to move about without assistance. A 
trained masseuse has done excellent work in the after- 
treatment of wounds where there is stiffness or contrac- 
tions; when healing is delayed ‘and there is no foreign 
body in the wound, massage 1s a means of speeding up the 
healing process. ‘ ; rte 

With regard to antiseptics, at first there was . 
tively little to choose between the antiseptics available. 
A solution of carbolic acid, lysol, or mercury biniodide, or 
a light dressing saturated with hypertonic salt oer oe 
was employed with success in the milder superficia 
wounds. Wet dressings were discarded as far as possible, - 
and the source of the suppuration searched for and re- 
moved. Deep-seated wounds, especially those of the lower 
limb, with infection of bone, and a foul sinus leading down 
to the damaged tissues, gave on and it was soon 
discovered that the “ physiological” method advocated by 
Sir Almroth Wright often failed to produce healthy granu- 
lations. Any endeavour to open up the wound, with a 
view to removing the infective irritant, usually necrosed 
bone or a piece of shell or casing of bullet, was apt to 
cause a septic invasion of the subjacent healthy tissue, and 
extensive osteomyelitis developed on at least one occasion. 
The ideal procedure of cleansing the wound thoroughly at 
one sitting, and afterwards applying dry dressing, was 
found impracticable and had to be abandoned. Where 
there was great sloughing of the parts the damaged tissue 
that could be reached without much cutting was removed, 
a stream of warm hydrogen peroxide introduced into 
every part of the wound and suitable drainage established. 
Where the suppuration was very profuse and there was 
swelling and redness of the parts, hot boric fomenta- 
tions frequently applied gave good results, and where 
there was a compound fracture also, the continuous anti- 
septic bath was found to be the best treatment. Extensive 
frostbite and bad cases of trench foot also did well when 
treated in the bath. Foul sinuses of long standing, with 
thick ropy pus, were treated, according to the i 
of Lister, with pure carbolic acid, then irrigated wi 
hydrogen peroxide in a gentle stream, and lightly covered 
with gauze and exposed to sunlight. An endeavour was 
always made to explore thoroughly all pockets in the wound ; 
one of these overlooked was often the cause of delayed 
healing. Eusol and the Dakin-Daufresne solution have 
been more lately employed and are useful, as is also the 
introduction of the bipp paste of Rutherford Morison, the 
advantage of the latter —- the lessened frequency of 
disturbance of the wound. For a time the mixture of 
ichthyol-and glycerin was used with fair success. Each of 
these methods has its advantages as well as its disad- 
vantages. We have not yet had the opportunity of testing 
flavine! and brilliant green. Meantime, our experience 
points to the superlative importance of sufficient drainage; 
given that, the antiseptic employed is of secondary impor- 
tance. With faulty drainage, or a septic body deeply 
lodged in any part of a wound, the most ideal antiseptic 
will fail to produce healthy granulations and a sould 
cicatrix. Hence it is that different surgeons produce 
favourable results with widely varying substances which 
have been demonstrated to be anything but good anti- 
septics. 

The following case goes to prove that drainage is the 
most important element in the treatment of a foul wound: 


Sgt. B., admitted to Duncombe Park Hospital on June 
14th, 1916, suffering from a deep suppurating wound of the 
right groin. He had been under treatment for nearly five 
months. The wound was opened up freely and swabbed out 
with pure carbolic acid and then daily irrigated with a warm 
solution of hydrogen peroxide. A long drainage tube was 
inserted reaching to the bottom of the wound. A pocket at 
right angles to the sinus was arg cane A discovered and 
freely cleaned out_and‘a packing of iodoform gauze inserted. 


: The patient was removed to a shelter in the grounds and the 
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wound daily exposed to the sun; it healed soundly, and the 
patient was sent back on July 8th. A year later there was no 
recurrence. 5. Si 

The objection to rubber drainage tubes, quoted by 
Surgeon-General Sir George Makins,’ has not been upheld 
by our experience, though it is probable that Rutherford 
Morison’s system is now in use in many cases in which 
the rubber tube was formerly employed for the purpose of 
drainage. ~ 
. After an experience of more than two years in a V.A.D. 
hospital I feel impelled to state that I have not yet met 
with anything materially different, as regards sepsis in 
wounds, from what I find in my own practice in this wild 
agricultural district. Iam constantly seeing wounds that 
have been neglected for more or less prolonged periods, 
or treated by ignorant villagers with various abominations. 
These wounds are frequently fouled with earth and 
manure and greatly resemble the cases admitted to the 
hospital. It seems to me to be purely a matter of degree, 
with the absence in civil practice of the great depression 
and shock so often seen in the soldier. The treatment is 
much upon similar lines. 

The importance of rest is great; placing the injured 
part in a position of immobility, with free access for 
dressing, where there is loss of bone in the lower limb, 
was found the best method of treatment. Where there is 
delayed healing due to persistent sepsis along the planes 
of fascia, and there is no necrosed bone or other foreign 
body, complete immobility may make the difference 
between success and failure. Many wounds seem to 
remain open, with weak, flabby granulations, especially 
where there has been extensive loss of tissue in the neigh- 
bourhood of the femur or the tibia. The wound heals up 
to a point and then remains obstinately open. Elastic 

ressure, as recommended by Liek,® has given good results 
in such cases. Plenty of padding should be employed, and 
there should be a fair amount of pressure. ‘The circula- 
tion of the limb is usually disturbed in these cases of 
delayed healing, giving rise to one or more ulcers with 
depressed bases and undermined edges. In a neighbouring 
V.A.D. hospital radiant heat has been the most successful 
means of treating these wounds, but has not been in 
operation at this hospital. 

Dealing with a class of wound often in the condition of 
chronic suppuration, surely the most unpromising for any 
kind of treatment, as it is engrafted upon a constitution 
debilitated by exposure and prolonged fatigue, it is per- 
tinent to inquire the proportion of failures to successes in 
treatment. I can recollect only one case that was not 
greatly benefited after prolonged treatment. It was one 
in which practically the whole femur was involved. Fora 
time he did fairly well and the wound almost ceased to 
discharge. Then in an evil moment I operated for an 
extensive sloughing of the tendo Achillis, caused by 
pressure from a faulty splint applied abroad, I believe. 
There was extensive spread of the sepsis along the limb 
with osteomyelitis of the femur, and the limb had to be 
amputated. In chronic cases it is advisable, in my opinion, 
to give the limb a fair chance before resorting to extreme 
measures, and in a great proportion of such cases con- 
servatism is fully justified. There is less likelihood of the 
surgeon being placed in a dilemma in a V.A.D. hospital 
than in a large hospital where the cases dealt with are of 
recent origin. In a small V.A.D. hospital of 30 beds, staffed 
chiefly by Red Cross nurses, the opportunities for observa- 
tion as well as treatment must remain strictly limited. 


Conclusions. 

1. Treatment in a V.A.D. hospital should be, generally 
speaking, upon conservative lines. 

2. Complications should be looked for and the cases 
carefully watched, and operations avoided unless distinctly 
indicated. 

3. If the source of suppuration is of easy access, it 
should be removed early. 

4. In deep-seated sepsis it is better to operate after 
antiseptics have been given a fair trial than to permit the 
case to drift into a condition of long-continued suppuration. 

5. Where @ wound is improving, even if slowly, patience 
should be exercised, rather than risk a septic invasion of 
the surrounding healthy parts by a cutting operation. 

6. All classes of septic wounds are benefited greatly by 
outdoor treatment; the sun bath is a potent means of 
inducing healthy reaction in most cases. 





7. It should be recognized that V.A.D. hospitals haw 


their limitations, and that rest, good food, fresh air, and a 
cheerful outlook are the factors which are of most value in 
the treatment afforded by them. 


SUMMARY. 


Cases admitted to Duncombe Park V.A.D. Hospital, from June 28th 
1915, to June 28th, 1917. 
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(a) The hospital accommodation was increased from twenty-two 
beds to thirty beds in May, 1917. 

(b) In cases of multiple wounds the regional details are given of the 
most severely wounded parts only. é 

(c) The average duration of treatment in days for all cases was fifty- 
eight approximately. 
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In the following description of the method used in the 
Carrel-Dakin Ward, which has been in operation at the 
Duchess of Connaught Canadian Red Cross Hospital, 
Taplow, for fifteen months, standard methods are, as 
much as possible, passed over, and those details which 
have been introduced during the last year especially 
described. 

The solution is prepared daily in the dispensary accord- 
ing to the method of Dr. Daufresne,* tested for Jrypo- 
chlorite content, and sent tothe ward in a carboy of amber 
glass, without the addition of the potassium permanganate. 
The solution is at once tested by one of the surgeons, and 
if found of correct strength, the potassium permanganate 
is added and the bottle stored in a closet until used. 

A study of the wounds treated with solutions of different 
strengths of hypochlorite has convinced us that the upper 
limit of strength of Dakin solution should be reduced. 
The use of the solution around 0.5 per vent. often causes 





* The Dakin solution is prepared according to the technique of 
Dr. Daufresne as set forth in the circular of the laboratories of the 
Rockefeller Institute at Compiégne (Mission of Dr. Carrel), dated 
December 15th, 1917. The amount of potassium permanganate used 
to stabilize the hypochlorite is 5 mg. to each litre of Dakin’s solution. - 
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gs to develop a scalded, white appearance not’ 
ae worn the lower pe Rea We have endeavoured to 
limit our Dakin solution to between 0.460 per cent. and 
0.485 per cent., between which percentages we consider 
we obtain the best results. j 

All the Dakin bottles in the ward are fitted with a 
rubber cork, rubber tubing, and pinch-cock. This was 
found to be more satisfactory than closing the mouths of 
the bottles with cotton-wool. Pinch-cocks on both stopper 
and irrigating tube are opened when the solution is being 


A ‘series of tests was conducted to determine the action 
of light on the solution in different types of protected 
bottles. ‘the tests were made with Dakin solution in 
bottles exposed to winter light on a verandah. More 
marked results would be expected in the brighter light of 
summer. The first bottle was uncoloured glass, the second 
was thoroughly shellacked with Bismarck brown (amber- 
-eoloured glass bottles being unobtainable), whilst the third 
was enclosed in a bag of heavy duck impregnated with a 
brown floor stain. ; 

innin test— 
= ‘the armor of the solution was hypochlorite 0.499150 % 


the expiration of 24 hours— ; 

# Tastioneel Pee bottle showed hypochlorite... 0.406125 % 
Bismarck brown bottle ” ” see 0.473075 % 
Duck covered bottle ea a «0.487975 % 


the expiration of 48 hours— ; 
7 Gaatened he bottle showed hypochlorite... 0.379950 % 
Bismarck brown bottle a 9 +» 0.461900 % 
Duck covered bottle pe me +» 0.473075 % 


These figures prove (a) that the brown duck covered 
pottle is the best for the protection of the solution, and 
(b) that, properly protected, the solution will retain its 
potency for at least forty-eight hours. Hence we use only 
the brown duck protected bottles. : 

A well-equipped dressing carriage is essential. <A liberal 
supply of instruments, including eighteen pairs of thumb 
forceps, several pairs of scissors and sinus forceps, is 
needed: We use several syringes with rubber tubing and 
nozzle attachment to avoid any hand contact with wounds, 
also a separate container with long forceps for the use of 
the nursing sister, all instruments being sterilized after 
use by ten minutes’ boiling. e 

We consider the disinfection of the Carrel tubes and the 
preparation of the vaseline pads most important. The 
Carrel tubes, after use, are syringed out with warm water, 
scrubbed with a brush, soaked all night in Dakin solution, 
washed off with ether, and then boiled for~thirty minutes 
in a caustic soda solution. : : / 

In the preparation of the vaseline pads, ordinary dressing 
gauze with eight or ten threads to the inch is entirely 
unsuitable, as it does not retain sufficient vaseline. Cheese 
cloth, with twenty-four threads to the inch, gives the best 
results. This is cut in strips 6 in. by 4 in., one end 
turned up, and, in sets of twenty, dipped into hot vaseline. 
The surplus vaseline is drained off and the strips are placed 
neatly in layers, in a tin box with a perforated lid. This 
is repeated until the box is full, when the box is pinned up 
in a towel, and sterilized in the operating room. The 
resulting pads are thoroughly impregnated and adhere 
perfectly to the skin, allowing no Dakin solution to 
penetrate. . 

In the Dakin service at this hospital the medical officer 
invariably does all the dressings. This rule is rigidly 
enforced, as in no other way can there be certainty of 
the technique. It is possible for one medical officer to 
dress fifty cases a day, but it is difficult where his work 
also includes operations and clerical work. We have 
hence found two medical officers necessary for such a ward. 
As assistants we have one nursing sister (well trained), 
and two orderlies, one of whom may be an intelligent 
convalescent patient. Both nursing: sister and head 
orderly are fixtures in the ward, as satisfactory team 


work and thorough asepsis are only obtained by permanent 


assistants. ‘Their duties include no ordinary ward work, 
and are limited to the dressings and preparation of the 
same. One orderly looks after the sterilization and de- 
livery of successive instrtiments; the other assists with 
the patients and on the carriage. The sister’s attention is 
restricted to the carriage, handling all instruments and- 
dressings by long forceps. In handing the medical officer 
the various instruments, tubes, and dressings, the sister's 


forceps are not allowed ‘to touch those used by the surgeon. 
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The essential point of the dressing technique is that thé 


-wounds, tubes, and dressings, are-on no account touched 


by the hands. Everything is handled solely by clean 
dressing forceps. . No patient who. is to-be dressed should 
have Dakin solution less than two hours before the 
dressing. This ensures that the bacterial count is we 
diluted. After the old dressings are removed, a smear 0 
the wound is taken on a clean glass slide, on which is 
marked the patient’s name and the date. The slides 
collected, and taken to the pathological laboratory, whe 
the bacterial count is made and entered in a book, front 
which entries may be made on the patient’s case sheets. 
Wounds are. syringed with normal saline or Dakin solu: 
tion. The surrounding skin surfaces are then carefully 
dried. One ply of the vaseline -pads is next applied 
accurately to the edges of the wound and well smeared to 
the skin. It is most important that these pads should 
have sufficient vaseline so that they. may adhere firmly, 
This allows any overflow of Dakin solution to pass over 
the vaseline and be absorbed by the large pads. If not, 
the Dakin solution passes under the pads and a most 
obstinate “Dakin dermatitis” results. These vaseline 
pads should be applied to a greater depth from the de- 
pendent sides of the wound. Carrel tubes are next 
applied. Surface wounds may be covered with a single 
layer of gauze, which may be kept in place by making 
it adhere to the vaseline pads surrounding the wound. 
A large pad of suitable size, made of absorbent cotton 
covered with gauze, is then applied. The idea of this 
pad is not to cover the wound, but to soak up any dis- 
charge which may result from the treatment. It has 
been our experience that wounds do much better 
when not completely shut off from the air. In the 
case of a wound on the anterior surface of the leg, this 
pad would be applied around the under side and pinned 
at each end, leaving the wound uncovered by the large 
pad. Forceps are changed after the old dressings are 
removed, and the Carrel tubes should be handled by clean 
forceps. 4 

One of the hardest things is to keep the tubes in posi- 
tion in a large flesh wound. This can be made easier b 
employing specially shaped tubes. For long flesh wounds 
we employ a tube tied an inch or two from the end; holes 
are punched in it corresponding to the length of the wound. 
It is kept in place by strips of adhesive tape at each end of 
the wound. Rings of various sizes are useful not only for 
encircling the ends of stumps, but often are much easier 
to keep in position on flesh wounds. The object of placing 
Carrel tubes in a wound is to ensure that the flow of Dakin 
solution will cover the entire surface. The position of the 
patient at the time of: dressing must be taken into account, 
as it may not be that which he usually occupies. 


Conclusions. 


We wish to emphasize the following points in the 
operation of a Carrel-Dakin ward: 


1, All Dakin solution should be tested personally by 
the surgeon before use. 

2, The upper limit of hypochlorite is best at 0.485 
per cent. spin 

3. Brown duck bags give the best protection to the 
solution. 

4. Well-equipped dressing carriage and good team 
work are essential. 

5. Vaseline pads properly made and properly applied 
give the best protection against “ Dakin dermatitis.” 

6. Absolute “joint” asepsis in dressings is essential. 


The results obtained with this technique have been 
most satisfactory in the majority of cases. The asepsis 
has to be rigid. The handling of everything with forceps 
is a little awkward at first but dexterity is soon acquired. 
Good team work, with a thoroughly trained, conscien- 
tious surgical nursing sister and two intelligent orderlies, 
combined with rigid “ joint” asepsis, has given us surprising 
results. 











AMONG the rectors of the Italian universities nominated 
for the academic year, 1917-18, are two representatives of 
medicine. These are Dr. Roberto Binaghi, professor of 
clinical surgery in the University of Cagliari, and Dr. 
Pio Colombini, professor of detmato-syphilology in the 
University of Modena. = 
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We have seen lately in the Lancet and British MEDICAL 
JourRNAL two articles impugning the value of flavine and 
its congeners as antiseptics; and as we have used it 
largely in military practice and are confirmed in our good 
opinion of itas time passes, we think it would be some- 
thing of the nature of an act of ingratitude if we allowed 
an excellent wound dressing to fall into discredit for want 
of support from its friends. 

The first of the articles referred to takes flavine from 
the laboratory point of view and criticizes the technique 
by which its efficacy as against bacteria in vitro was 
established. With these points we may leave Dr. Browning 
and his collaborators to deal. But the second article, 
which appeared in the British Mepicat Journat of 
December 29th, 1917, and which takes us to the bedside 
of some fifty selected cases, we feel more competent to 
criticize. Its lucid exposition and fair and candid treat- 
ment of the observed facts make it easy to do so. 

Two main theses are proposed in this article. First, a 
comparison is made between flavine and Carrel-Dakin 
treatment, in which the former, though not inferior at all 
points, is yet made, on the criteria chosen, to take a 
second place; and secondly, by histological examination 
flavine is shown to delay the process of repair, to allow 
organisms to remain on the wound surface, and to prevent 
epithelial ingrowth. 

Now we hold that a comparison of any method with 
that of Messrs. Carrel and Dakin is not quite fair until 
the following facts are remembered: When these workers 
first showed that infected wounds could be cleansed by 
continuous washing with hypochlorite solution, they also 
pointed out the great difficulties of the method, the 
meticulous care required in the preparation of the re- 
agent, in the protection of the surrounding skin, in the 
surgical ritual of the dressing, and soon. More than this, 
they were the first to set the ideal of ultimate wound 
suture, for we are sure no English surgeon had ever 
thought it possible before. Both these points—the diffi- 
culty of technique and the high ideal of repair—are 
characteristic of the Carrel-Dakin method, and explain 
why, though it is one of the most brilliantly successful 
ways of treating infected wounds in war, it is also one of 
the most difficult to carry out to full success. It is only 
in certain hands that it is really successful, and when it 
fails it fails badly. 

One of us, who has opportunities of constantly visiting 
ten large hospitals, is prepared to affirm that not 10 per 
cent. of the surgeons whose work he sees have the 
requisite time in periods of stress, even though they 
possess the requisite patience of technique, to achieve 
anything like, for example, the success of the series of 
fifty cases quoted in this article. In making the com- 
parison between the two series, the authors have heavily 
weighted the scales against the Carrel-Dakin method. 
This series is made up of “much more seriously wounded 
men,” including cases considered too severe for experi- 
mental treatment with flavine, and the wounds submitted 
to the flavine treatment had previously for the most part 
been treated by the Carrel-Dakin method, and yet nearly 
double the percentage of suture cases is shown, the number 
of cases evacuated healed is two and a half times as many, 
and soon. This is plainly a series which has been in the 
hands of a master. 

But to any observer who has opportunities of seeing the 
Carrel-Dakin method as performed by many hands, the 
above results seem a triumph of method indeed, but above 
all a triumph of individual technique. Results which we 
assert can only be obtained by an expert with much time 
and comparatively few cases are contrasted with a method 
which, to take a phrase from mechanics, is practically 
fool proof, for we suppose that, allowing adequate previous 
surgical treatment, any dresser can fill a wound cavity 
with gauze dipped in 1 in 1,000 solution of flavine. 

. We can only say that in the many hundreds of cases 
(rather more than 5,000 at present) so treated in the 
hoépitals under the command of one of us, we have found 





——— 





that for ease of preparation and application, rapidity when 
dealing with large numbers of cases, complete absence of 
surgical fidget, early cleaning of the wounds, and abate- 
ment of constitutional reaction to absorption, flavine (and 
its congener brilliant green) is an admirable application 
under all circumstances, but especially where surgeons are 
few, time is short, and wounds are many. But, even when 
contrasted with the Carrel-Dakin serics, the series of 
fifty flavine cases does not come badly out of the test. We 
note that temperature falls early; that more than one- 
third reach the difficult suture ideal; and that, though 
there is delay in the process of healing, there is some 
diminution in the local and general reaction to infection. 
We remember, of course, that the flavine series was in 
the same capable surgical hands as the other series, 
though this consideration must be discounted by the 
greater ease of application of flavine dressings. To sum up 
our criticism: we hold that, putting aside any question o 
the permanence and effectiveness of the antiseptic solution 
used in the Carrel-Dakin treatment (though this has been 
called in question), the method itself is not of universal 
application, entirely on account of its inherent difficulties 
of technique. If this is allowed,any simpler method which 
can be effectively used by less skilled workers, and which 


approaches in efficiency, as judged by the suture standard, - 


the Carrel-Dakin method, is worthy in spite of minor 
drawbacks, of an extended trial in the army. We claim to 
have already passed through such a trial, and have made 
up our minds on the point. It only remains to add that in 
the 5,000 or more wounds under our observation no skin 


irritation has been observed, and we suggest that it is © 
‘possible that the irritation observed in the cases quoted 
was. due to the previous treatment by the hypochlorite 


method. 

Coming next to the histological part of the article 
quoted, the appearances observed in the _ excellently 
reproduced series of sections given is conclusive evidence 
of a certain amount of surface destruction in wounds 
treated by flavine. This is clinically apparent in a 
few cases only in our experience. In these cases 
a fibrinous pellicle forms in the wound, and we have 
always been used to attribute this appearance to the 
use of too strong solutjon. There are no doubt individual 
idiosyncrasies with this as with any other application. 
Flavine, unlike other antiseptics, is not reduced in power 
by contact with serum, and therefore the evaporation of 
fluid may result in a concentrated mass action upon the 
tissues. We have found that the pellicle in question is 
readily removed by the application of saline solution, 
The lethal concentration of flavine against cocci in the 
presence of serum being 1 in 200,000 (Browning), we find 
the addition of hypertonic saline solution a valuable 
adjunct to the action of the antiseptic by producing free 
exudation; but allowing the fact of a microscopical layer 
of surface destruction, is it not a fact that all antiseptics 
are to some extent escharotic and produce in certain con- 
centrations similar appearances? What we wish to know 
is—what is the exact clinical value of these observations ? 
We are told that healing is delayed, that epithelial in- 
growth is prevented, that organisms linger in the wound, 
and we find it extremely difficult to make these deductions 
from histological appearances square with our clinical 
experiences in thousands of cases. We are told gravely 
that “ the employment of flavine and other dyes, as if they 


supplied royal roads to success, must be regarded as rebro~ 


grade steps,” and we go round our wards and find patients 
with normal temperatures, with no signs of constitutional 
reaction, with healthy granulating wounds, over which 
epithelium is growing naturally, and we wonder why the 
experience of the authors of this article was so different in 
fifty cases from our own in as many hundreds. 








Dr. LuIGI LUCIANI, the distinguished professor of 
physiology in the University of Rome, lately retired under 
the rule as to limit of age. He was born at Ascoli-Piceno 
in 1842. He was professor of pathology at Parma, and of 
physiology at Siena and at Florence before his call to 
Rome in 1894. His treatise on physiology has been trans- 
lated into several languages. A review of the last volume 
of the English translation was published on January 5th. 
He is a Senator of the Kingdom of Italy, and as a Member 
of the Superior Council of Public Instruction he has done 
much during the past forty years for the improvement of 
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I. 


_ Tue sterilization of septic wounds followed by secondary 
suture or closure, having for its objects the Shortening of 
the patient's stay in hospital and the lessening of impair- 
ment of function, is the ambition of most army hospitals 
to-day. : 

Many brilliant successes have been recorded by those 

following the various methods in vogue. Several, on 

account of a few failures, have become sceptical about the 
results claimed by others, and have drifted back to pre- 
thods. . 
aw ahalysis of failures often teaches us much. The flora 
of all septic wounds consists of a ¢onglomerate variety 
of bacteria—staphylococcus, streptococcus, pyocyaneus, 
welchit group, and bacilli with end or central spores, ete. Ou 
analysing fifty cases of secondary closure it has been noted 
that in all failures the anaérobic culture showed we had 
previously had to deal with a very active infection, which 
digested the meat medium rapidly and gave off abundance 
of gas with rotten-egg odour. The cultures obtained showed 
in some cases infection by an active streptococcus, in others 
by a spore-forming bacillus. In both cases, even when the 
bacterial count was low, the wounds so infected broke 
down on secondary suture. On the other hand, where the 
cultures obtained showed an absence of these particular 
groups of bacteria, and the meat medium was unchanged, 

wounds were closed successfully, even when affording a 

comparatively high bacterial count (20 to 50 per micro- 

scopic field). a 
Sufficient data are not yet before us to state definitely 

that all infected wounds might be classified clinically 
according to the findings of the anaérobic culture, but we 
have gone far enough to be of opinion that where the 
anaérobic culture shows a virulent infection, and where the 
culture obtained shows spore-forming bacilli, it would’ be 
advisable not to attempt secondary suture until the wound 
is absolutely sterile. 


If. 


After making many bacterial counts as a routine pro- 
cedure in wounds, especially those which were being 
treated by the Carrel-Dakin method, it appeared that 
although the factor of the bacterial count was not an 
absolute guide it was of very considerable help,-and a fair 
indication as to the progress of the combat between the 
tissues and the infection. Nevertheless, it seemed that 
other factors came into play, and it occurred to us that 
possibly the most important of these was the particular 

‘bacteria present in a particular wound. Accordingly it was 
decided to make cultures from a series of wounds with a 
view to determining the total bacterial flora of each, both 
aérobic and anaérobic. . 

A swab is taken from the wound either the day following 
or, in cases where the wound is very dirty, within two or 
three days after the patient arrives in hospital from 
France, This is planted in nutrient bouillon and in the 
meat medium recommended by the Tetanus Committee for 
the growth of anaérobes. 

It seems advisable either not to inactivate the meat 
medium after inoculation with a view to eliminating all 
but spore-forming organism, or, if this be done, to run two 
cultures, one of which has been inactivated and one not, 

_ 4s the action of the facultative anaérobes on the medium 
appears to afford a clue to the virulence of the infection. 

The broth culture is examined at the end of twenty-four 
hours and the findings recorded. The anaérobic culture: 
is examined daily as to the bacteria present, colour, gas 
formation, digestion and odour, and the findings recorded. 
These examinations are carried out until it is apparent 
that nothing more is to be gained. A culture which has 
at any time shown B. welchii or bacilli of the malignant 
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oedema group is usually carried on for two or three weeks 
unless bacilli of the end-sporing group appear before this 
time. , 

In attempting to judge of the virulence of the strepto- 
cocci attention has been paid to the effect on the meat 
medium, the length of the chains formed, and the extent 
to which the streptococcus dominates the culture. Certain 
forms of streptococci rapidly digest and darken meat, 
produce gas, and even a disagreeable odour. These are 
considered virulent. Others, although a good growth is 
obtained, leave the medium unchanged. These have been 
regarded as the less virulent. Along with streptococcus, 
the B. welchit is found almost constantly, and in doing 
bacterial counts this organism in many instances -accounts 
for a large percentage of the bacteria counted, although it 
would not appear to be an important factor in the healing 
of the wound. Streptococcus is the most persistent of all- 
organisms we have found. 

The malignant oedema group of organisms has been 
active on the meat culture, rapidly digesting it, forming 
gas, darkening it to brownish-black or even black, and 
producing an extremely disagreeable odour like that of 
rotten eggs. These have been regarded as a dangerous 
infection, even in the presence of a low bacterial count. 
The fact that the bacillus of malignant oedema may, in a 
non-inactivated culture, occasionally be mistaken for-one 
of the B. welchit group, does not seem to be of great prac- 
tical importance, as the identity of the malignant oedema 
group is later shown by the formation of the typical 
spores and the effect on the medium. Further, there is 
undoubtedly such a relationship between the occurrence of 
the two groups that where B. welchii is found one would 
hesitate in saying the other group is absent. 

End-sporing bacilli, oval and round, have been found in 
a small percentage of cases. Among these may be men- 
tioned a stump which repeatedly broke down, and a re- 
plating of femur for malposition, which broke down 
although the original wound had been completely healed 
for a period of six months. 

It is within the power of many if not most of the labora- 
tories now attached to our general hospitals in England 
to make cultures from almost if not all wounds-in the 
hospitals where a secondary suture is likely to be under- 
taken. It is in the cases which early show a low bacterial 
count that the kind of organism present is of prime im- 
portance. At the end of a weck or ten days the culture 
will have shown whether or not there is an extensive or 
virulent infection present, which it is probably not going to 
be advisable to close in by secondary suture. 





THE VALUE OF A MIXTURE OF -CYLLIN, 
IODOFORM, AND OLIVE OIL IN 
INTRATHORACIC SEPSIS. 

BY 
W. GORDON, M.D.Cantas., F.R.C.P.Lonp., 

AND 
M. E. GATES, M.D., B.S.Lonp., 


MEDICAL OFFICERS, No. 1 SEcTIoN, EXETER War HOspPmTALs. 





A case of pulmonary gangrene, apparently cured by post+ 
operative injection into the lung tissue of the following 
mixture, was published by one of us (W. G.) in 1912: 


R Iodoform 
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We now desire to report two cases of intrathoracic 
sepsis in which the same mixture has proved of undoubted 
service. 

CASEI @ . 

Cpl. R. L. was admitted from overseas on September 14th, 
1917; he had been seized with pains in the left side of the chest 
on July 25th, and on “August 14th a fetid empyéma had been 
opened and drained. On admission his temperature was 102° 
and the next day 103°. ' The discharge from ‘the wound was 
copious and most horribly offensive.. The wound was: packed 
with gauze soaked in the above mixture. Chart 1 shows the 
result on the temperature. The offensiveness of the discharge 
ceased immediately ; there was no bad smell next day or after- 


wards. The dressing with the mixture was continued until his 
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transfer to a convalescent home in excellent condition with his 
wound nearly healed. The drainage, however, having been 
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CHART 1.—Cpl. R. L. C=Cyllin, iodoform, 
and olive oil begun. 


imperfect, on November 15th a larger piece of rib had to be | 


removed, by Mr. Ellis Pearson, surgeon to the section, after 
which progress was uneventful. 


CASE II. 

Pte. W. W., admitted March llth, 1917. Twelve years pre- 
viously he had a left-sided empyema, which was drained. 
About a month before admission he had an attack of pleurisy in 
the left side, and the old wound reopened and discharged. On 
admission the temperature was irregular, and there was dull- 
ness at the left lung base, so on March 25th the wound was 
enlarged by Mr. Pearson, and better drainage established. On 
March 3lst severe haemorrhage occurred from the wound and 
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CHART 2.—Pte. W. W. O = Operation. H == Severe haemorrhage. 
olive oil begun. 


continued to a considerable extent. The temperature, which 
had fallen after the operation, rose again to 102° on April 2nd. 
As the condition was obviously one of intrathoracic sepsis, 
injection of the cyllin and iodoform mixture was begun and 
continued, with the result shown on Chart 2. The haemorrhage 
ceased, and there was no further rise of temperature until 
April 14th, when the patient had a slight rise of tempera- 
ture accompanied by slight haemorrhage lasting about two 
days, after which recovery was uneventful. The patient is now 
very stout and well. ; 


We have since seen a third case of intrathoracic sepsis 


following. a gunshot wound, in which the use of this | 


mixture has been of great’ value. 


REFERENCE. 
1 Practitioner, April, 1912. 





MUTTON BIRD OIL. 
BY 
Iarvut.-CoLtéxeL J. S. PURDY, D.S.O., M.D., C.M.ABERD. 
: D.P.H.Cams., F.R.S E., A.A.M.C., 
FELLOW Roy. SAN. INST., METROPOLITAN M.O.H., SYDNEY. 





As cod-liver oil is difficult to obtain in sufficient quantities | 
it may be of ‘interest to know that the oil extracted from | 


the sooty peétirel is not only an excellent substitute, but, 
in the opinion of some, more effective in the treatment of 
bronchitic conditions and phthisis. 

The sooty petrel, which is known in New Zealand and 
Australia as the mutton bird, spends nine months of the 
year in the Antarctic, and, consequently, must be so con- 
stituted as to stand extreme degrees of cold. ‘The birds 
arrive in enormous numbers at their breeding places on 
Stewart Island, to the south of New Zealand, and on the 
islands in Bass Straits. The chief islands on which they 
breed are Chapple Island, Hummocky Island, Tin Kettle 
Island, and the other small islands near Flinders Island 
aud Cape Barren Island. ‘These birds arrive on the same 
day every year, and depart in flocks at the end of their 
period of migration. 





The female lays only one egg, which is hatched by the 


parents with marine life collected from far at sea. When 
about six weeks old, the young, which are found in burrows 
similar to rabbit holes, are taken by the residents and half 
castes who visit these islands for the mutton bird season. 
The young bird is lined with fat, which is expressed as oil. 
The birds are then gutted, salted, and smoked, and used to 
be sold in Tasmania and New Zealand at a retail cost of 
1}d. to 2d. each, and in Sydney at 6d. each. Recently a 
certain number have been tinned for export; some have 
reached the western front, and have been much appreciated 
| as an article of diet. 


I found at Porirua and Otaki, in the Maori Pahs, that 
natives suffering from consumption in some cases put on 
| flesh during a tangi, which is something akin to an Irish 
wake. At these times the natives consumed large quantities 
of mutton birds. 

At Tawa Flat, where some Norwegians had settled, 
I induced two of the settlers, who were suffering from 
phthisis and did not object to the fisliy taste of the mutton 
bird, to eat one mutton bird a day, and found after some 
months that there was a considerable increase in weight. 
I published a paper in 1900 in the Australasian Medical 
Gazette advocating the feeding of cases of phthisis with 
mutton birds. In 1910, on going to Tasmania as chief 
| health officer, I found on the west coast of Tasmania 
a chemist at Zeehan who was 
putting up an emulsion of mutton 
bird oil and almond oil, which 
had earned a considerable repute 
for the treatment of bronchitis 
and phthisis. 

On visiting the islands in Bass 
Straits with the then Governor of 
Tasmania, Sir Harry Barron, Sir 
Elliott Lewis, the Premier, and 
other members of the Ministry 
and Government officials, I found 
that the mutton bird was one of 
the principal articles of diet among 
residents of the islands. Later, in 
1913, I was marooned on these 
islands for six weeks, whilst investigating an. epidemic 
of what I diagnosed as atypical measles simulating scarlet 
fever, but what Dr. Wetter of the Mawson Expedition 
diagnosed as atypical scarlet fever simulating measles; 
my chief article of diet, as of the others, was mutton birds, 
and I found a progressive increase in weight. 

On behalf of the Tasmanian Government, the Com- 
| missioner of Police, Colonel J. E. C. Lord, D.S.O., made 
| a special report on the mutton bird industry. As a result, 
| I understand that improved conditions have been intro- 
duced into the islands and that these birds are suftieiently 
| protected to prevent any serious diminution in their 
numbers. 

The supply of oil from this source is considerable and 
would be a valuable addition to the medicinal oils at the 
present time. 

Another point of interest about this industry. is that, 
| until a German agent intervened, the feathers, owing to 
| their oily state, were found to be a nuisance, but previous 
| to the war were actually exported to Germany, where they 
/ were treated and used in the making of cushions and 
| pillows. 





C = Cyllin, iodoform, and 





flemoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


PERICARDIAL KNOCK. 
A Few days before the appearance of Colonel S. Maynard 
Smith’s article in the Journat of January 19th, p. 78, I 
was called to see a boy who had been accidentally shot in 
the head and left side of the chest when rabbiting. 

About an hour before he died a loud cardiac “ click” 
developed which was synchronous with the heart systole 
aud could be heard distinctly six or eight feet away. It 
bore no relation to the respiratory movements, as the 
respiration was Cheyne-Stokes in character and the sound 
persisted during the period of apnoea. The simile of the 








parents sitting in turn. The young birds are fed by the: 


In 1900, whilst in practice in The Hutt, New Zealand, 
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raised illustrates it very well. During the last fifteen 
minutes of life the heart became very feeble and irregular 
and the “click” disappeared. I was very interested to 
read Colonel Maynard Smith’s explanation of the pheno- 
menon, as I was quite unable to account for it. A post- 
mortem examination was not ordered by the coroner, so no 
further investigations could be made. 

W. P. Hentey Munpen, M.D.Lond. 


Timinster. 





A SERIES OF CASES OF TYPHUS FEVER. 
Oster points out that a remarkable feature of typhus 
fever is that a few cases may occur in any locality; this 
has led some to believe that it can originate spontaneously. 
Recent experience of seven cases during a few weeks in 
a mining village, separate from any seaport town or 
contact with any military barracks, tends to corroborate 
this opinion, and also the view that the virus becomes 
reinforced -as the epidemic increases, the prominent 
symptoms of typhus showing only in the later cases. 

The first case in the series here reported was anomalous. 
The patient had all the symptoms of influenza, but by the 
fourth day a slight haemorrhagic rash had come out on the 
arms; the throat and mouth were very dry, the tongue 
baked, and later a fungus-like growth filled the roof of 
the mouth. Swallowing became impossible, and I sus- 

ted an acute suppurative condition of the oesophagus. 
The pulse at the wrist was imperceptible and vomiting 
yery prominent. The second case showed early prostra- 
tion, with high temperature, delirium, and cardiac failure 
by the fourth day, when there was a rash all over the body, 


‘ but not typical. The third patient had all the above sym- 


ptoms; the rash was more typical but was not present on 
the face. This patient developed bronchopneumonia. She 
lay on her back in muttering delirium with the typical 
flushed face of typhus. 

The other cases became more typical; the rash came 
out first on the extensor surfaces of the arms and lumbar 
region of the back, and gradually covered all the body, 
the face and even the ears being well covered by the fourth 
day. The rash resembled rubella, but there was typical 
subcuticular mottling. The rash looked as though one 
were looking through a dim glass at it. Epistaxis was 
present in one case and retention of urine in another; the 
conjunctivae were injected in the last two cases. A speci- 
men of blood from two of the patients was very dark and 
fluid; in fact, I had difficulty in stopping the oozing in one 
case. The blood gave a positive Widal reaction in three 
cases and a partial agglutination in two other cases. 

The early dry and dirty tongue and throat, together 
with the early prostration and cardiac failure, made me 
suspect typhus fever even when the rash was not typical. 
The cases had no distinct odour. In all the onset was 
abrupt; constipation was present during the whole illness, 
which terminated in a crisis about the twelfth or four- 
teenth day. ‘The patient who developed broncho- 
pneumonia and typiva! flushed face died. 

JosEPpH Stakk, L.R.C.P., L.R.C.S. Edin. 
Winehburgh, West Lothian. 





PENETRATING GUNSHOT WOUND OF THE 
ABDOMEN IN CIVILIAN PRACTICE. 

A party of boy scouts were practising rifle shooting at a 
miniature range on November 18th, 1917. When E. M., 
aged 15, who was in charge of the party, was changing 
the targets at about 1 p.m., another scout fired and hit 
E. M. in the abdomen: He was admitted to the Reigate 
and Redhill Hospital at 2.45 p.m. His condition on ad- 
mission was fair, though he was blanched and somewhat 
collapsed. The pulse was 130. ‘There was a bullet wound 
1 in. to the left of the upper border of the umbilicus. 

He was immediately taken to the theatre and the 
abdomen opened. The peritoneum was found to be full of 
blood ; two mesenteric vessels were seeh to be bleeding, 
and there were two perforations of the small intestine. 
The mesenteric vessels were tied. The perforations, which 
were in the coil of intestine immediately above the coil 
in which the mesenteric vessels were divided, were side 
by side, } in. from one another. This coil of intestine 
was pleated to enclose both perforations with two layers 
of Lembert sutures. A small slit in the mesocolon was 
Stitched up. The bullet was not seen. A big tube was 
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put into the pelvis, the original wound excised, and the 
abdomen stitched up. Some subcutaneous transfusion was 
required during the operation. With the exception of 
paralytic diarrhoea lasting for three days there were no 
— and the case has now been discharged as 
cured. 

I am greatly indebted to Mr. Pegg and Dr. Crichton 
(late R.A.M.C.) for their kind assistance, and to Dr. Chave, 
who subsequently localized the bullet by x rays, lying 
against the body of the left ilium. 

Reigate. A. R. Watters, M.R.C.S., L.R.C.P. 








Reports 


MEDICAL AND SURGICA®@ PRACTICE IN 
HOSPITALS AND ASYLUMS. 


———. 


GENERAL MILITARY HOSPITAL, EDMONTON. 
A CASE OF INTESTINAL OBSTRUCTION DUE TO BURIED SWABS, 


(By D. M. Huaues, M.B.Lond., F.R.C.S.Eng., Major 
R.A.M.C., Officer-in-Charge, Surgical Division.) 


Private M., aged 21, was admitted to hospital with the 
following notes on his field card: “ Wounded November 
14th, 1917, right side of back. Laparotomy November 15th, 
— = gf tarp —_ the liver to the right ys the 
ga er, having passed t h the upper pole of right 
kidney. No intestinal injur found.” On poorer to 
Edmonton, on November 30th, the patient was quite con- 
valescent, and taking ordinary diet. 

On December 15th he was seen by me on account 
of vomiting and pain which had come on suddenly 
the previous night. The abdomen was flaccid except in 
the middle portion of the abdominal scar—a very long 
and beautifully healed incision extending nearly from 
the ensiform to the pubes. Behind umbilicus, 
however, there was a rigid area too tender to permit 
of deep palpation. Elsewhere free manipulation was 
possible, and nothing abnormal found. The vomit was 
faeculent, and the pain spasmodic, rising to a climax and 
suddenly ceasing, though the intervals between the spasms 
were clearly becoming shorter. Temperature 97° F., 
pulse 112. The symptoms were so unequivocally those 
of intestinal obstruction that immediate operation was 
decided upon. 

Ether was administered by Lieutenant Simon, and with 
the assistance of Dr. F. W. Carter an incision six inches 
long was made through the old scar; the intestine and 
omentum, the latter especially, were found adherent to the 
abdominal wall in the line of the incision; they ‘were 
readily separable. A collapsed coil of intestine rapidly 
passed through the fingers ended in a globular mass of 
agglutinated intestine and mesentery the size of a large 
orange. Coils of dilated and injected intestine obscured 
the mass, but the dilated bowel was easily traced into it. 
The unravelling of the mass was difficult, as it had to be 
done in the depths of the abdomen among dilated coils. 
Moreover, the adhesions between the coils were completely 
organized, had to be separated with the knife, and hence 
bled freely. Two perforations wére thus encountered 
(probably caused) and were treated with purse-string 
sutures, slight faecal soiling inevitably occurring. As the 
mass was unravelled the core was seen to be formed by 
two grey-green swabs smelling strongly of faecal matter. 
The intestine set free from its adhesions measured about 
12 in. in length, and was brought out of the abdomen and 
examined, bare areas being covered by cross stitching. 
A stab wound in the middle line above the pubes liberated 
a quantity of blood-stained fluid, and a large cigarette 
drain was passed into the pelvis; the patient was imme- 
diately placed in the Fowler position; he left the operating 
table with a pulse of 144, but rapidly improved, and his 
further recovery was uneventful. 

The case is of interest from the effort made by nature 
to encapsule the swabs. Usually this devolves upon the 
omentum, but presumably the omentum being small and 
denied access to the offending swabs by reason of adhesions 
to the line of the previous abdominal incision, the encap- 
sulation of the foreign body was carried out by the coiling 
of the intestine about it. 
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Reports of Societies. 


THE MENTAL FACTOR IN SPA TREATMENT. 


To a meeting of the Scction of Balneology.and Climatology 
of the Royal Socicty of Medicine on January 31st, when 
Dr. Preston Kino, tle President, was in the chair, Dr. 
Percy Lewis, of Folkestene, contributed a paper on this 
subject, in the course of which he pointed out that in all 
chronic illness increased attention was consciously or 
unconsciously given to the diseased part, and must be 
again diverted into normal channels. Thus was explained 
the better results from foreign than from British spas, 
owing to the increased interest in novel surroundings. 
British health resorts were urged to copy in this respect. 
It was only by divertit® attention from inside (introspec- 
tion) to outside that the mental abnormality could be 
cured. The personality of the spa physician as a most 
important element in the cure was considered, and it was 
niaintained that the success of a physician showed that he 
understood how to deal with the mental factor. The effect 
of religion as a means of cure was held to depend on its 
power of exciting the necessary great expectation of cure, 
aided by the element of mystery. Finally a plea was made 
for the claims of all forms of suggestion, hypnotic, 
hypnoidal, or waking persuasion, and for a systematic 
study of the cures which have taken place by most 
diverse means through all ages, thus fixed principles 
might be elucidated allowing of scientific application. 
he PresipENT was glad to hear the introspective habit 
discouraged ; it could be avoided by occupation, and on 
this account he disapproved of the typical rest cure. Dr. 
CAMPBELL McCtureE said that the music and theatres, even 
at our largest spas, compared very unfavourably with 
similar entertainments at Continental spas. At our 
English resorts there was little to take a patient’s 
mind off himself and his ailments, whereas the mental 
factor was well catered for on the Continent. Dr. F. 
HERNAMAN-JOHNSON expressed strong disapproval of the 
use of electrical treatment for its mental effect. 





THE VAGINAL DOUCHE. 


At the annual meeting of the North of England Obstetrical 
and Gynaecological Society, held in Manchester on January 
18th, Dr. FLetcHerR SHaw (Manchester) described three 
cases: (1) B. colt cystitis producing intestino-vesical 
fistula; (2) a case of thrombosis of the mesenteric veins 
with symptoms simulating a twisted ovarian cyst; and 
(3) a case of strangulated intestine with symptoms simu- 
lating an ovarian cyst with twisted pedicle in a patient 
aged 42. Dr. W. E. Fornercitt (Manchester) introduced 
a discussion on the use and abuse of the vaginal douche. 
He~-took up the position that it was a curse rather than 
a blessing. The antiseptic douche was inferior to the 
methods of dry cleaning now in use when the object was 
to destroy pathogenic organisms; and when used without 
discrimination it was pernicious in several ways. The 
so-called hot douche, intended to reduce pelvic hyperaemia, 
was not used, in practice, hot enough to cause the desired 
effect. As used it was really a warm douche, and increased 
pelvic hyperaemia. This was useful under certain circum- 
stances—namely, when the absorption of inflammatory 
exudates had to be aided. This indeed was the only 
useful purpose for which, in his opinion, the douche could 
be used. Drs. DonaLp, GEMMELL, WILLETT, and others took 
part in the discussion, and the opinion generally expressed 
was that the habit of indiscriminate douching by women 
is bad, that the antiseptic douche is of questionable value, 
and that the warm douche, used with the same objects as 
a poultice or hot fomentation in inflammatory conditions, 
is useful. 








THE address on nursing ethics, first published by Dr. 
Kirkpatrick, Registrar of the Royal College of Physicians 
of Ireland in 1915, has been reprinted. Copies can be 
obtained on application to him at 6, Kildare Street, 
Dublin, price 1s. net. The lecture, of which we gave 
some account in the JOURNAL of February 13th, 1916, 
p. 302, is dedicated to the nurses of Dr. Steevens’s 
Hospital, past and present. It contains much advice 
which will be valuable to all nurses. 


Rebietvs. 


LEISHMANIOSES. 





resembles in style and appearance his well-known book 
on malaria, and as he has already dealt with trypano- 
somiasis in conjunction with Professor Mesnil he has now 
provided treatises on three of the main tropical diseases, 
The new work contains 521 pages and is illustrated by 
a few coloured plates and by photographs and diagrams, 
Since 1903, when the specific parasite of kala-azar was 
first discovered, enormous strides have been made in the 


of diseases, and at the same time an extensive literature 
has come into existence. Professor Laveran therefore 
has rendered a great service in making all these details 
available in an easily accessible form. The book is 


contains everything that is required to be known 
about the subject to-day. 
sections: (1) Leishmania and leishmanioses in general. 


the agent is the Leishman-Donovan body. Infantile 


disease, is now included under this heading, as the author 
considers it to be identical with the adult form. (3) 
Natural visceral leishmaniosis of the dog, probably of the 
same nature as kala-azar. (4) Cutaneous leishmaniosis 


| or bouton a’Orient (oriental sore), due to the Leishmania’ 


tropica ; and (5) American leishmaniosis of the skin and 
mucous membranes, which is described as a variety of the 
common variety of cutaneous leishmaniosis (oriental sore). 
These divisions are then described in detail, references to 
the literature mentioned being placed at the foot of each 
page. These references are very full and seem as far as 


-osis is open to the objection that -asis is used for other 
diseases of tropical origin (ankylostomiasis, bilharziasis, 
distomiasis, trichocephaliasis). A rather serious defect, 


a book such as this, which the practitioner and laboratory 
worker in the tropics will wish to use as a work of refer- 


the text is so valuable it would repay translation into 


value of the volume would be greatly enhanced. The 


and the success obtained was so great that the method 
has been applied by many workers in different parts of the 
world, both in the cutaneous forms of the disease in Asia, 
and in the form known as kala-azar. Results, better than 
by any other method of treatment, have been obtained, 
and thus the disease has been robbed of many of its 
terrors. There are still, however, many points requiring 
elucidation ; there is, for example, scope for much original 
investigation into the way in which the disease is spread 
from person to person. To any one wishing to tackle 
these problems, Professor Laveran’s book will prove 
invaluable. 


The volume by Dr. Branmacnari of Calcutta, entitled 
Kala-azar and its Treatment, gives a full account of his 
clinical experience in the-use of various antimonial 
preparations in the treatment of this disorder, which is a 
chronic infectious form of leishmaniosis occurring in India. 


of treatment which have not proved satisfactory in the 
past, including French and Italian attempts to produce a 





1 Leishmanioses: Kala-azar, Bouton a@’Orient, Leishmaniose 
Américaine. By A. Laveran, Professeur a4 l'Institut Pasteur. 
haa Masson et Cie. 1917. (Roy. 8vo, pp. 521; 40 figures, 6 plates. 

r.15. 

2 Kala-azar : Its Treatment. By U. Brahmachari, M.A., M.D., 
Ph.D., Rai Bahadur. Calcutta and London: Butterworth and Co. 
1917. (Demy 8vo, pp. v + 121; 6 plates, 17 charts. 8s. 6d. net.) 





A NEW work on leishmanioses,! by Professor Laveray, : 


elucidation of some of the problems raised by this class_ 


written in his usual lucid style; it is accurate and. 
It contains five main‘ 
(2) Human visceral leishmaniosis or kala-azar, of which. 


kala-azar, which was at one time considered a separate: 


we can judge to be complete. The use of the termination, 


common in French works, is the absence of an index. In; 


ence, this is most inconvenient and considerably militates, 
against its use for this purpose. It is difficult enough to: 
find the main headings, but the search for smaller details: 
calls for the expenditure of so much time that few will, 
have the patience to make habitual use of the book. As, 


English and if a table of contents (also missing in the: 
French text) were added, as well as a good index, the: 


parts of the book dealing with treatment are most in-; 
teresting, for here great progress has been made. Machado- 
and Vianna in South America first tried intravenous in-, 
jections of antimony in cutaneous cases of leishmaniosis, - 


Before doing so he passes in review the various methods — 
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vaccine. He describes promising results from the use of or- 

anic arsenic preparations and from intravenous injections 
of antiseptics, such as iodine, quinosol, formaldedyde, and 
ammonia picrate, but he had-his most striking successes 
in the treatment of Indian kala-azar with antimonial pre- 
parations. These preparations, of which a considerable 
number is enumerated, have been variously administered by 
the mouth or rectum, by intravenous or intramuscular injec- 
tion, and by inunction. Each method has its advantages 
and disadvantages. Speaking generaily the intravenous 
method is best, but Dr. Brahmachari hopes that before long 
some mode of injecting antimonial salts into the muscles 
without causing pain may be discovered. After an ex- 
tended trial of these various methods and preparations he 
comes to the definite conclusion that “ antimony is specific 





. for kala-azar, and of all its known preparations metallic 
cot is the best,” here including both colloidal and. 


very finely divided autimony. The number of injections of 


‘ metallic antimony required he finds to be much smaller 


than that of the various soluble antimonial salts he has 
tried. His latest observations go to show that alternating 
injections of antimony and one of the antimony! salts 
(sodium or potassium emetic, for example) give excellent 
results. Among the troublesome symptoms that may 
follow intravenous injections of. tartar emetic (up to 
perhaps 10 c.cm. of a 2 per cent. solution?) he men- 
tions pyrexia, rigors, intense headache, pain in the gums, 
cough, vomiting, and diarrhoea, | pain in the abdomen 
and loins, oedema of the extremities, cardiac depression, 
and transient jaundice. But it must be remembered that 
this alarming list refers to the exceptions. His book 
contains records of a large number of cases ‘treated with 
antimony and other drugs, and gives evidence of a very 
wide experience in the treatment of kala-azar. 





THE CONTINUITY OF SOCIAL LIFE. 

Tue title of Mr. Coutton’s volume, Social Life in Britain 
from the Conquest to the Reformation,’ is rather deceptive. 
It might suggest a historical essay which would be rather 
dry reading, but his compilation is-as diverting as it is 
eieaing. It may perhaps best be described as a common- 
place book of extracts from contemporary writers,chosen 
and classified with a well defined object—that of supplying 
the “background of social history which is necessary to 
a sympathetic comprehension of our own literature in the 
Middle Ages”; but he has done more than this, whether 
he set out to do so or not, for he is able to claim with 
truth that in his extracts our forefathers are found speak- 
ing for themselves on the main questions which interest 
people to-day. It is a fascinating book; not one to read 
through, but to take up at odd times, so that gradually 
the point of view of the English in the thirteenth ‘and four- 
teenth centuries, the period for which it is richest, is borne 
in upon the mind. There is, for instance, the Act of 1388 
for “ the punishment of them which cause corruption near 
a city or great town to corrupt the air.” There had been 
local ordinances of different boroughs earlier, but this is 
believed to be the first urban sanitary Act for the whole of 
England. It was a short Act, as easy to be understood as 
it was probably difficult to enforce. Those who did not 
obey it were liable to the smart fine of £20, equivalent 
to, perhaps, £300 or £400 in modern currency, and this 
liability applied not only to the actual defaulter, but also 
to the mayor and bailiffs who failed to put the law in force. 
It also empowered any person aggrieved, whether a citizen 
or merely a person who frequented the town, or any 
traveller, to set the law in motion. In the local ordi- 
nances which preceded the general law we have an early 
illustration of the fact, evident to-day, that advances 
always come from the local authorities. The London 
ordinance was made in 1281, over a century before the Act 
was passed. With the more rapid progress of modern 
thought the interval has been reduced to half a century, 
or even less. 

Coming to the early fifteenth century (1410) we find the 
record of how the wife of Hildy, the poulterer, who charged 
20 pence for four woodcock, and the wife of John Mede 
who refused 12 pence for two partridges, contrary to the 
food tariff, were committed to prison. Four years ago the 








8 Social Life in Britain from the Conquest to the Reformation. By 
G. G. Coulton, M.A. Cambridge: At the University Press. 1918. 
ed. 8vo, pp. xvit+540. 15s. net.) 





incident would have seemed wholly mediaeval; but like 
causes continue to produce like effects. | 

As to the sixteenth century, is there not something very 
modern about the following passage from a memorandum 
(1530) on the management of his school made by the 
master of Eton for the information of the master of Saffron 
Walden Grammar School: ‘“ When any dothe come newe, 
the master doth inquire fro whens he cometh, what frendys 
he hathe, whether there be any plage.” By the last word 
is probably to be understood any epidemic disorder. - 

Perhaps the most lasting impression left by an hour‘ or 
two with the book is of the similarity and continuity of 
the life of Britain to-day and in the thirteenth and fout- 
teenth centuries. At first the changes may strike tlie 
reader most, but as he reads on, foregoes laughing at tlie 
spelling, and grows into the spirit of the age, he sees that 
the essential fundamental qualities of the race, its habits 
and methods, have not changed. — 





NOTES ON BOOKS. 


CAPTAINS C. G. Moor and E. A. CooPER, R.A.M.C.(T.), in 
collaboration with officers and men of the lst London 
Sanitary Company, have compiled an excellent little hand- 
book on Field Sanitation,‘ written in a practical spirit, 
and covering the ground very thoroughly. - We cordially 
endorse the hope expressed in the author’s introduction 
‘‘that combatant officers will use this book, which is 
written quite as much for them as for those whose whole 
time is occupied in sanitary work.’’ Major H. 8. Fremlin, 
the commanding officer of the unit, points out, in a short 
preface, that the instructions contained in this volume are 
the outcome of many changes in sanitary work and appli- 
ances that have developed during the war, and that for this 
reason it should be considered in the light of an appendix 
to existing works. He draws particular attention to the 
chapters on baths and laundries in the field, on the disposal 
of excreta and refuse, and on the methods for economizing 
public money. Throughout the book directions are given 
for improvising sanitary appliances out of simple and 
handy materials, and working sketches show clearly how 
the apparatus described may be constructed. The authors 
are to be congratulated on producing a lucid, well arranged, 
and interesting guide to the means for keeping men healthy 
and comfortable on active service. 


Captain W. H. BRoaD, M.D., R.A.M.C., medical officer 
in charge of the Massage and Gymnastic Departments and 
Curative Workshops, Alder Hey Military Orthopaedic 
Hospital, Liverpool, has issued, with the approval of 
Colonel Sir Robert ‘Jones, Inspector of Military Ortho- 
paedics, a leaflet, entitled Rules for Massage. In the rules 
for muscle cases Captain Broad points out that it is essen- 
tial that a paralysed limb should not be allowed to lie in 
a position in which the affected muscles are stretched, so 
as to permit the undisputed antagonism and possible con- 
traction of the opposing healthy muscles. The condition 
of slight contraction, constant in a normal muscle in order 
that it may respond instantly to an impulse, commonly 
spoken of as ‘‘tone,’’ is absent in a paralysed muscle; it 
must therefore be kept from being stretched and elongated 
by the use of a suitable support. The necessary m 


can, he says, often be done in these cases without removing 


the supporting splint, but, when its removal is essential, 
the limb must instantly be passively supported by a pillow 
or sandbag as the splint is withdrawn, to prevent any 
stretching of the affected muscles, The leaflet has a 
separate paragraph on joint, bone cases, and tendon 
transplantation. Instructions are given on note-making. 
Altogether the leaflet will be found a most valuable guide 
by the conscientious worker. 


The scope of the book Fifty Thousand Miles on a Hospital 
Ship,’ by ‘‘ The Padre,”’ is well expressed in its title. It 
consists of budgets of letters, arranged in diary form, 
which the author, a chaplain on a hospital ship, sent 
home. Most of his service was spent in the Mediter- 
ranean in connexion with the Dardanelles expedition. 
The volume is well illustrated by reproductions of photo- 
graphs, and gives a good picture of life on a hospital ship, 
often under trying circumstances. 





4 Field Sanitation. By C. G. Moor, Captain R.A.M.C(T), M.A., 
F.I.C., F.C.S., and E. A. Cooper, Captain R.A.M.C.(T.), D.Sc. London: 
a eee and Cox. 1918. (Demy 8vo, pp. 230; 83 figures. 
Ss. . net, . . 

5 London: The Religious Tract Society: 1917. (Crown 8vo, pp. 284, 
3s. 6d. net.) ‘ : : 
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THE BELGIAN DOCTORS’ AND PHARMACISTS’ 
RELIEF FUND. 


A MEETING of the General Committee of tle Belgian 
Doctors’ and Pharmacists’ Relief Fund was held at the 
house of the Royal Society of Medicine on January 3lst. 
Sir Rickman GoDLer, who presided, gave an outline of the 
history of the Fund, and stated the procedure governing 
the dispatch of money and also, in the early days, of drugs 
and appliances to doctors and pharmacists in Belgium, 
and the granting of material or monetary relief to 
‘refugees in the United Kingdom. The funds available 
were now almost exhausted, but the executive felt that it 
was hardly possible to retire from the work at this stage, 
and it was for that meeting to consider what further 
appeal should be made. 

Dr. H. A. Des Veux, the honorary treasurer, stated 
that since the opening of the Fund in November, 1914, the 
sum of close upon £20,000 had been received. Of this 
amount, £2,248 had come from Canada, £2,423 from 
Australia, and £1,638 from New Zealand, as well as 
smaller sums from. South Africa and India, and from 
Denmark and Italy. The administrative expenses had 
amounted to £90 only, thanks chiefly to the ungrudging 
labour of his own secretary and to the help which had 
been given in the offices of the Lancet. With interest, 
nearly £21,000 had been available for distribution. The 
amount spent on the refugees in the United Kingdom 
was £611; part of this amount had been applied to 
paying the registration fees of Belgian doctors who 
wished to practise in this country. In March, 1915, 
£800 was sent to the Belgian committee—Aide et Pro- 
‘tection aux Médecins et Pharmaciens Belges Sinistrés— 
and similar amounts in June and July of that year; from 
April, 1916, the sum of £800 had been sent each month 
until December, 1917, when only £700 was sent; and 
January, 1918, when the donation was reduced to £400; 
only £400 was now left of the original fund. Dr. Des 
Voeux reminded the meeting in moving terms of what 
Britain owed tc Belgium. Had it not been for Belgium’s 
rejection of the biggest bribe in history and her heroic 
resistance to the invader, the Germans would have occu- 
pied the Channel ports, with disastrous consequences for 
the British empire. For his own part he felt it was their 
bounden duty to go on with such a fund as this. 

Dr. S. SquirE SpriaGe, one of the honorary secretaries, 
said that it was the unanimous feeling of the executive 
that a fund which had done so much for the credit of the 
profession should be. continued. The minimum to be 
aimed at was £10,000. It was a question whether an 
appeal should be made to the general public, or first a 
more systematic appeal to the medical and pharmaceutical 
professions. He acknowledged the help of the British 
Medical Association in placing its machinery at the dis- 
posal of the Committee ; this alone had made it possible to 
reach the more distant parts of the country and empire. 
But he felt that it might be advantageous to have a number 
of local secretaries who would distribute appeals and 
collect subscriptions in their own districts. It might also 
be possible to appeal to public bodies other than the 
medical and pharmaceutical corporations, which had 
already been addressed. There need be no misgiving as 
to whether the money sent to Belgium reached its ob- 
jective ; receipts were regularly received from the Belgian 
Committee sitting in Brussels, though since the rupture 
between America and Germany and the closing of the 
American channel] of communication the analysed comptes 
rendus showing how the money had been applied were no 
longer available. 

Sir A. Pearce Goutp supported the appeal for the con- 
tinuance of the fund, and suggested a system of monthly 
subscriptions. 

Dr. Des Vevux said that personally he was rather 
against an indiscriminate public appeal, for he would like, 
if it were possible, that this work should remain to the end 
within the two professions. It would be an additional 
honour if they could carry it through themselves as an act 
of sympathy with their Belgian colleagues. 

Dr. ALFRED Cox, Medical Secretary of the British 
Medical Association, proposed that a postal appeal should 
be issued to every member of the two professions; this 
was seconded. by Mr. Tuomas Masen, F.C.S., for the 
pharmacists, and was agreed to. 





A vote of thanks was accorded to the ladies who h 
superintended the clothes bureau, which work was now 
merged into that of the War Refugees Committee; and an 
interim vote of thanks to the officers of the Fund and their 
clerical assistants. 

‘6 SUBSCRIPTIONS. 

Subscriptions received in response to the second appeal 

for the Fund up to January 30th: 


£ s.d. 

The Lancet... cere SO 10 AOR 8 Le ay 
Medical Insurance Dr. W. J. Dewar ... ee 
Agency (Chairman : Dr. H. Simmons .,.. aus 
Dr. G. E. Haslip) «- 50 0 O| Dr. R. J. Wilson ... . 
Lochiel Sheep Farming Dr. T. Berry pe ms 
Co., Ltd. (per Meredith Lieut.-Col. E. Le Cronier 





Townsend, Esq.) ws 500: 0 Lancaster, R.A.M.C. ... 
Sir Rickman J. Godlee 4 8 0} Dr. Edwin Jackson ea 
Dr. Herbert Spencer... 25 0 0} Dr. John Thomson a 
Sir Thomas Barclay... 20 0 0} Dr. J. Hepworth Shaw ... 
Sir StClair Thomson ... 1010 0} Dr. E. L. Bunting... ea 
Dr. John Matthews .. 1010 0} Dr. Elsie M. Chubb eee 
Dr. Lawrence Franklin 1010 0} Dr.J. Quinton Bown ... 
Mr. W. C. Bull .... .. 1010 0O| Dr. F. de Havilland Hall 
Mr.J.P.Ellerington ... 10 0| Dr. Vincent Tighe oe 
AFriend _... = oe 20 0| Mr. A. Jefferis Turner ... 
Per Sir R.J.Godlee . 7 0} Mr. E.Edwards .. 

Dr. J. Auriol Armitage... 0! Dr. R. L. Legate ... 


0| Dr. F. D. Bennett .. ove 
0 | Dr. George Hunter ove 
0 | Dr. J. B. Hurry zs ° 
0| Dr. F. J. Baildon ... 

0; Dr. D. R. Moir... as 
0; Dr. R. Hingston Fox ... 
0! Dr.D. Fogarty... 
0| Mr.C.S.Ashton ... ae 
0; Dr. A. Court ea Ae 
0| Prof. Robert Saundby ... 
0| Mr. T. R. Cook (Ed. Cook 
0} and Co... Eid.) - 2... 
0| Dr. H. A. Latimer 

0; Dr. F. M. Blumer... as 
0; Dr. J. H. W. Laing 

4 Dr. N. J. McKie 
0 
0 
0 


Dr. J. Tremlett Wills ... 
Dr. S. Squire Sprigge 

Dr. Dawson Williams ... - 
Dr. C. D. Muspratt eee 
Dr. F. W. Collinson ss 
Dr. H. Russell Andrews 
Professor T.K. Monro ... 
Dr. Middleton... 

Sir Henry Burdett 

Dr. W. Collier ooo 
Dr. C.O. Hawthorne ... 
Sir Clifford Allbutt 

Sir Thomas Barlow ore 
Mr. J. B. Lawford one 
“Claudius Civilis” ... 
“Anonymous”... os 
Mr. J. Elliot Squar 

Dr. J. W. Carr A 

Dr. F. E. Batten ... rs 
Captain H. H. Taylor ... 
Dr. G. H. Dawes ... 

Dr. Percy Kidd _... 

Per Sir R. J. Godlee 

Mr. Walter Hills ... sae 
Mr. G. M. Arrowsmith ... 
Major Charlesworth .,., 
Lieut.-Col. J.G. Adami, 


| Dr. A. Gordon Watson ... 
| Dr. E. T. McDonnell 
| Dy. A. H. Peniston eve 
Dr. John Dunlop... in 
0/ Dr. A. Bowe... ..  . 
0; Dr. W. Adams Clark 
0| Dr. J. A. Smail 


0 | Mr. Meredith Townsend.. 


J 
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0 Dr. A. S. Hedley ... 


0/| Dr.Ailan .. ose 
| Dr. T. F. Keenan... 
0} Dr. S. M. Salaman 


DO ee ee ee ee et et Pet et et Ft et OO DS NO 1 ON BY NY NOHO Nn” 


COCCOCOHM RH BR HH eH eH He He Ree ee RR eH eR Re DDD NUNN NNN NHNHNHDH HNHWN 
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Jersey Medical Society | Miss Pymm... wes ase 0 

(per Dr. O. C. Powell) 0 Dr Chas. F.D. Hammond 10 
Dr. Florence Stoney 0| Mr. W.J. Shepperd 10 
Dr. A. E. Nicholls 0; Mr. F. Neal... <8 10 
Dr. Alfred Cox _... ne 0; Dr. W. B. Russell... 7 
Dr. T. Jenner Verrall ... 0} Dr. T. P. Greenwood 6 
Dr. Frederic Durham ... 0! Mr. Alfred Wright 5 
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Dr. Annie E. Clark 2 0! 
The following subscriptions to the Fund were received 
during the week ending February 4th: 


£ 3.d.} £ s.d. 
20:Mr. J. Rutherford 

1 0: Morison, F.R.C.S. ... 10 0 
2 0 Dr. F. W. Edwards set fib an 


Dr. Miller ... ba aes 
Dr. Russell Atkinson ..,, 
Dr. Greenfield 


Lieut.-Colonel D. G. Dr. R.J.Pye-Smith .. 2 2 
Crawford ... Lae i 0 O; Dr. J. W. Martin ... «ve. ORG 

Per Sir Rickman J. | Dr. J. W. Russell... 3 3 
Godlee... 


gS OERMOCOCSO 


.  «. 1010 0| Messrs. Parke, Davis, 
Mr. Hodsdon, F.R.C.S.... 4 4 0: andCo. ... 2. - 100 0 


Subscriptions to the Fund should be sent to the treasurer, 
Dr. H. A. Des Voeux, at 14, Buckingham Gate, London, S.W.1, 


and should be made payable to the Belgian Doctors’ and — 


Pharmacists’ Relief Fund, crossed Lloyds Bank, Limited. 








THE MILITARY MEDICAL SERVICES 
IN 1917. 


In the British MepicaL Journat of January 2nd, 1915, of 
January 15th, 1916, and of January 27th, 1917 (p. 124), 
were published articles on the military medical services 
in 1914, 1915, and 1916 respectively, dealing with their 
strength and their losses during these years. The present 
article continues the series for the year 1917. 

The first two articles began with notes on the strength 
of these services, and their expansion to meet the demands 
of war. As nonew Army List has been available to the 
public for the past two years and a half, the last issued for 
general use having been that of June, 1915, any considera- 
tion of strength must now be chiefly guesswork. A 
certain amount of information, however, has been giver 
in two speeches by the Leader of the House of Lords and 
by the Viceroy of India, which are noted below in their 
place. 

The mortality in the medical services during nearly 
three and a half years of war is briefly shown in Table 1 


below. Medical officers of all services, and also medical © 














moeeoe eo Soe oSo soso Soe? On CO SS Se eee eer 


Ceoreooe 


ed 


their 


arly 
ble i 


ical — 








FEB. 9, 1918} 
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men serving as combatants, are included in this table. In 
both this and the following table officers who died of 
wounds or who were lost at sea by enemy action are 
included among the killed. 














TABLE I. 
i i 1 OTT es a — ——— 
| Killed. Died. Total. 
1914(five months) ..  « | = AG ? 46 
1915 | Sa 142 
“1916 cage oe yoo oe | | 162 98 260 
A oi teas ew: aes 200 93 293 
ae. 505 | 226 | 741 





In Table II are shown the numbers killed (including 
died of wounds and lost at sea), died while serving, 
wounded, missing, and prisoners in each of the medical 
services during the year 1917. The numbers shown as 
killed are believed to be correct, except that they comprise 
a few killed in 1916, and not included in the table for that 
ear, and probably omit a few, not yet reported, who 
ost their lives towards the end of 1917. They are at least 
very near the truth. The numbers shown as wounded 
have been compiled from the daily casualty lists, as sum- 
marized weekly in the British MepicaLt JouRNAL. The 
figures are doubtless not quite exact, but they are approxi- 
mately correct. Most of those reported as having died 
of, wounds had been previously reported as wounded, and 
most of those shown as missing have been subsequently 
accounted for, either as killed or as prisoners, so that 
a certain number, small compared to the total, have been 
shown twice over. 

In the absence of exact information as to the total 
numbers in each of the medical services, the proportion 
of killed and wounded in each can only be guessed at. In 
actual numbers the temporary officers of the R.A.M.C. are 
an easy first. But the total number of these officers is far 

reater than that of any other class. The proportion of 

killed to the total number of officers is probably higher in 
the Australian Army Medical Corps than in any of the 
others. 

Throughout the year the seat of war in which casualties 
have occurred has not been officially stated, except in a 
few cases from Africa. The greatest number by far must 
undoubtedly have happened in France, though the 
Balkans, Mesopotamia, Palestine, and East Africa have 
all contributed a share. 


TABLE II.—Casualties and Honours, 1917. 


| 
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a1 8 E =| a ty 

RN, oe ‘Ses Y 
RBAMC, . «| Bt] 8 | 19 1 1: | 236 
RAMCGR) «| 13 | 2 | 28 2 tj) 
RAMC(T.F.) ..| 2% | 9 | 79 2 1 | 138 
R.A.M.C.(temporary) 92 | 36 | 38 | UM 5 | 419 
Australians .. ..| 18 | 5 |. 59 | = ee |... 
New Zealanders _... _ | 2 | 11 _ | — 22 
Canadians a ee ee 
South Africans 3 ee et “ pee 19 
LM.S. 3 9 6 2 2 74 
ee al = 148 - ion ~ 18 
Combatants... ..| 2 | 2 | — | — | — | — 
Miscellaneous... oh 7 _ _- _ _ — 
Total 4. sy 200 | 93 626! | 19 | 12 || 1231 











* Including 3 lost at sea. 

In 1915 the number of medical officers returned as wounded was 
224, in 1916 it had risen to 396, while in 1917 this figure was again 
greatly exceeded, with a total of 626. These figures are doubtless not 
exactly correct, but they are approximately so, Several officers first 
returned as wounded subsequently died of their wounds, and in a few 
Cases the same officer has been wounded more than once during the 
year, 
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Royat Navy Mepicat SERvICcE. ‘ 
_ The number of medical officers on the active list of t 
Royal Navy is probably much the same as it was a yé 
ago. The casualties and tho number of new appointmen 
have both been few. The number of temporary surge 
has probably slightly increased. s sink -weens 

The number of naval medical officers killed has been 
fifteen, and of these eight, or over one-half, have bee 
surgeon probationers of the R.N.V.R. Three medi 
Can ag killed when H.M.S. Vanguard blew up 0: 

uly 9th. 

Royat Army Mepicat Corps. 

When proposing the vote of thanks to the Navy, the 
ay the Colonial Troops, and the Mercantile Marine, in 
the House of Lords on October 29th, Lord ‘Curzon, thé 
Leader of the House, stated that, at the beginnin the 
war, the strength of the R.A.M.C. was 3,168 officers and 
16,330 of other ranks; while, by the date of his speech, it 
had expanded to nearly 14,000 officers and 125,000 of other 
ranks. These figures give some clue to the present 
strength of the service. The figure of 3,168 in 1914 
evidently includes Territorial officers, for the strength of 
the regular R.A.M.C. has never been much over a thousand. 
In the present total of nearly fourteen thousand the 
medical officers of the Royal Navy are evidently not 
included, and it is probable that the I.M.S. and the 
medical corps of the Dominion troops are also not counted, 

The strength of the regular R.A.M.C. has somewhat 
increased during the year. In the London Gazette of 
January 10th, 1917, was notified the appointment of. 104 
Special Reserve, Territorial, and temporary medical 
officers to permanent commissions in the army. On tlie 
other hand, in the Gazette of December 25th, forty-eight 
senior officers were placed on retired pay on attaining the 
age limit. Adding thirteen killed, eight died, and five or six 
retirements on account of ill health, leaves a net increase 
of about thirty. The numbers of the Spécial Reserve, 
Territorial, and temporary officers have probably also 
somewhat increased, but this is mere guesswork. - As 
regards the numbers of the Dominion medical corps no 
information is available. ’ ' 

Not knowing the total number, little can.be said as 
regards the proportion of fatal casualties among the 
ditferent medical corps. It appears, however, that the 
proportion of medical officers killed has been highest in 
the Australian forces. Still more remarkable is the number 
of Australian medical officers of the higher ranks killed. 
The number of medical officers of field rank killed during 
the year appears to have been eighteen, namely, regula: 
R.A.M.C., four (of whom two were lost at sea); R.A.M.C. 
(T.F.), four; Australians, eight; Canadians and South . 
Africans, one each; R.A.M.C. Special Reserve and -tem- - 
porary officers, I.M.S., and New Zealanders, none. 

Of the medical men killed serving as combatants, two 
were lieutenant-coloucls, and two. were majors. One 
lieutenant-colonel was an Australian, the other three were 
in the Royal Artillery. © 

It was, of course, only to be expected that the casualties 
should fall chiefly on the junior ranks. Their numbers 
are immensely greater than those of the seniors. Also the 
medical officers most exposed to danger, serving with 
regiments and in the advanced dressing stations, are 
mostly officers of the rank of captain and lieutenant. 

Sons of Medical Men.—The number of sons of medical 
men reported in-the British Mepican Journat as killed, 
while serving as combatants, in 1916 was 385. In 1917 
the number reported was somewhat less, 338. In each 
case a few are included who were not killed, but died. 
The figures are doubtless very imperfect, especially as 
regards men serving in the ranks and in the Dominion 
troops. 

Medical Students—The number of medical students 
reported as killed in 1916 was 57, and in 1917 somewhat 
less, 35. Those who were sons of medical men are not 
included, having been shown under that head. Here also 
the figures are very imperfect. 

Combatants.—At least six medical men and six dental 
surgeons were killed serving as combatant officers. One 
or two of these lost their lives in 1916, but were not 
reported in the British Mepicat Journat till 1917. 


Tue Inprian Mepicat_ SERVICE. 
This service has been maintained at about its normal 
strength of rather under 800, the number of appointments 
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- have lost their lives in these vessels. 
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by nomination having just about balanced the wastage by 
death and by retirements for ill health. 

The number of temporary officers at the beginning of 
1916 was about 130, and by the end of that year had 
probably been doubled. In a speegh delivered at Simla on 
September. 5th Lord Chelmsford, the Viceroy, stated that 
the number of temporary appointments made had reached 
a total of nearly 500. This is nearly two-thirds of the 
strength of the permanent service.: Probably, however, 
the figure of 500 includes all appointments made up to 
date. The wastage among temporary officers caused by 
resignations, by deaths, and by a few nominations to per- 
manent commissions has probably by this time, after 
three and a half years of war, reached nearly a hundred. 

One officer of the permanent service has been killed in 
action during 1917, and two temporary lieutenants were 
killed: in Mesopotamia early in the year. Two other 
officers, Captains Arthur and Mukerji, who were among 
the prisoners taken at Kut, died in captivity during 
the year. No retired officer died while actually serving 
during 1917. 

The service suffered a great loss during 1917 by the 
death, on October 21st, of its Director-General, Sir Charles 
Pardey Lukis. “ Originally appointed for five years on 
January 1st, 1910, he had received repeated extensions of 
service during the war; the last intended to run till the 
end of 1918. 


The Indian Subordinate Medical Depariment. 

In this service the names of commissioned officers only 
have been*reported in the casualty lists, and these form a 
comparatively small proportion of the total. None of them 
have been reported as killed, seven have died, including 
two retired officers re-employed. The total casualties in 
the whole service must have been much larger. The 
number of honours is eighteen, including one Military 
Cross. 


THE MI 





Tue ArricAN MEpDIcAL SERVICES. 

Members of the different African Medical Services have 
taken part in the long-drawn-out campaigns in German 
East Africa. The only casualty among them reported has 
been the death of Captain W. J. Anderson, East African 
Medical Service, accidentally killed. Many of the younger 
members of these services are at present serving in the 
R.A.M.C., with temporary commissions. Any casualties 
among these officers would be shown among those of the 
temporary officers of the R.A.M.C. 

Three members of the West African Medical Staff were 
lost at sea in torpedoed ships towards. the close of the year. 


; THE MERCANTILE MARINE. 

A large number of liners have been sunk by enemy sub- 
marines during the year, and one would have expected 
that many medical officers of the mercantile marine would 
But we have only 
seen two such deaths reported, Dr. J. T. E. Parker, of the 
Ivernia, on January 1st, and Dr. W. F. Alges, of the Cali- 
‘fornia, on February 7th. Dr. A. R. Steel, of the Admiralty 
Transport Service, was also lost at sea in the transport 
Mendi on February 28th. 


Women Doctors. 

We should also mention here the deaths of several 
women doctors on service: Dr. Elsie Inglis, after her 
return from Serbia; Dr. Isabel Tate, at Malta; Dr. Laura 
Forster, in Galicia; Dr. Marion Wilson, in France; also 
Mrs. Harley, killed by a shell at Monastir, in Serbia. 


NURSES. 

In 1915 no nurses were reported as killed or wounded, 
but eleven lost their lives in torpedoed hospital ships. 
None were reported lost in this way in 1916, and none 
were killed, but five were returned as wounded. In 1917 
the casualty returns of the nursing services have been 
inuch larger—eight killed, probably in most cases by 
enemy aircraft; fifteen lost at sea, and sixteen wounded. 


Honours. 

The various honours bestowed on members of the 
different medical services are shown in Table-HI. Honours 
gazetted on January lst, 1917, are included, but not those 
of January lst, 1918.. The small number of British 
honours which has gone to the medical department of the 
Royal Navy cannot fail to be observed, but we may note 
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CES IN 1917. 


that something has been done to repair this appeared 


| neglect in the New Year Honours List of 1918. On the 


other hand, a considerable proportion—nearly one-fourth— 
of the honours granted by foreign governments to medical 
officers have been received by naval medical officers, 
These include French, Italian, Belgian, Russian, Serbian, 
and Japanese decorations. The column headed “ mis. 
cellaneous”’ includes a number of orders, of which only 
a few of each have gone to the medical services—thé 
Royal Victorian Order, the Star of India, the Indian 
Empire, the Kaisar-i-Hind, the British. Empire, etc.; also 
the Order of British India, and the Indian Order of Merit, 
bestowed upon Indians only. Honours conferred upon 
retired officers of the R.A.M.C. and I.M.S. are included 
along with those on the active list. : 


TABLE IIT.—THonouwrs, 1917. 
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The most coveted honour of all, the Victoria Cross, has 
been granted to only two medical officers during the year, 
both posthumously. The Cross was conferred cn tem- 
porary Captain H. Ackroyd and a clasp on Captain N. G, 
Chavasse, T.F. We believe that a clasp to the V.C,. has 
been given only some four times. It had only once before 
been bestowed during this war, when temporary Captain 
Martin-Leake received a clasp to the Cross which he 
gained in South Africa. Captain Chavasse has been the 
first and so far the only officer to gain both Cross and 
clasp during the present war. 

Up to the end of 1917, in nearly three and a half years 
of war, eight Victoria Crosses and two clasps have been 
bestowed on medical officers. Four of the recipients have 
fallen in action, the rewards being posthumous. ‘Iwo 
were earned in Gallipoli, one in Mesopotamia, the other 
seven in France. Their distribution among the services 
has been: 

R.A.M.C.—one, Captain H. S. Ranken (killed), November 
16th, 1914. 

Tt. A.M.C.(T.F'.)—three Crosses and one clasp: Captain J. L. 
Green (killed), August 5th, 1916; Captain W. B. Allen, October 
26th, 1916; Captain N. G. Chavasse, October 26th, 1916, and 
clasp (killed), September 14th, 1917. 

R.A.M.C. (temporary)—two Crosses and a clasp: Captain 
Martin-Leake, clasp, February: 18th, 1915; Lieutenant. G. A. 
Maling, December 18th, 1915, afd Captain H. Ackroyd (killed), 
September 6th, 1917. : 

Canadians—one, Captain F. A. C. Scrimger, June 23rd, 1915. 

I.M.S.—one, Captain J. A. Sinton, June, 1915.* 


G.C.B. - 

Another noteworthy honour of the year was the G.C.B. 
conferred upon Sir Alfred Keogh, Director-General of the 
Army Medical Service. This is the first occasion on which 
the Military G.C.B. has ever been given to a medical officer. 
Sir John McNeill, of the Bombay Medical Service, received 
the Civil G.C.B. in 1835, but that honour was conferred 
for services as Minister Plenipotentiary in Persia, long 
after he had retired from the I.M.S. 


* Since the above was written another V.C. has been conferred on @ 





medical oflicer. Among a number of Crosses gazetted on January llth, ~ q 


1918, was one posthumously bestowed upon Captain J. Fox Russell, 
a of the Welsh Fusiliers, who was killed on November 
th, 1917. : : 


m 508 
RSE aaa ald eA 








Oe TF ee ae 6 Se arg eee, Cee 


eS a Ee we. SS he 


a Mn MN eM all 


BOO OSE Oe C8 





wy ereanwm * 


FEB. 9% 1918] Y 4 








British Medical Journal. 


SATURDAY, FEBRUARY 9ru, 1918. 


—_—_—-o---— 


THE HOME COMMANDS TO-DAY. 


Ir we take the Army List of July, 1914—and there 
has not, we believe, been any change in this respect 
since—we find that there were eight army commands 
in the United Kingdom. The Scottish and Irish Com- 
mands embraced the whole of those countries. One of 
the English Commands (Aldershot) was a special case, 
covering a small area, and the London District was 
confined. to the county of London, with certain out- 
lying dépots. The whole of the rest of England and 
Wales was divided into four commands—Northern, 
Western, Eastern, and Southern. The Northern com- 
prised the eastern part of the country from the Tweed 
to the Wash; the Western consisted of the west of 
England from the Solway to the Bristol Channel and 
the whole of Wales ; the Eastern Command comprised 
the eastern part of the country from the Wash to the 
English Channel. The Southern extended from Wavr- 
wickshire to the Channel and from Hampshire to 
the Land’s End. In each of these large districts 
we find a general officer in command, and at 
his head quarters a deputy director of medical 
services, with a small medical staff. The head 
quarters of the Northern Command were at York, 
of the Western at Chester, of the Eastern in 
London, and of the Southern at Salisbury; of the 


- Scottish in Edinburgh, and of the Irish in Dublin. 


Tt will be seen that the responsibilities of the Deputy 
Director of Medical Services in all these cases extend 
over very wide areas. In response to the growing 
demands for the care, treatment, and restoration 


_of the wounded and sick the medical organization 


of a command has now attained very large dimen- 
sions. In each command is a number of first line 
general hospitals,” There are, in the first place, the 
Territorial general hospitals; the scheme for these 
had been carefully laid down by Sir Alfred Keogh in 
1907, and he had readily obtained the assistance of the 
medical profession in working it out. They were all 
mobilized on the outbreak of the war and they have 
since been much enlarged, so that in place of the 520 
beds they were originally planned to furnish each now 
provides several thousand. In addition, to meet the 
need for more first line beds, other large general 
hospitals have been established in the commands. 
In the second line we have many auxiliary hospitals, 
each providing a relatively small number of beds but 
collectively a very large total. There may be as 
many as three or four hundred’ such hospitals 
scattered through the command. Orthopaedic centres 
constitute a new element in medical organization ; 
they have already attained large proportions and must 
continue to grow in importance. These centres also 
have their dependent auxiliary hospitals. Next may 
be mentioned the convalescent camps, and lastly the 
command dépéts, to which recruits or convalescents 
may be sent for hardening, and military camps of 
training. In addition, provision must be made ‘for 
the ordinary medical work in connexion with troops 
in the command. 

The large general military hospitals are officered 
by: practitioners. engaged before the war in civil 


_ practice. In some cases,. however, the commandant of 


the hospital is 





a regular R.A.M.C..—probably a retired 
officer’ re-employed ; these officers, we regret to say, 
have not in all cases shown the necessary tact an 
discretion. Territorial general hospitals, according td 
the original conception, were to be staffed by civilian 
practitioners, usually surgeons and physicians of the 
big civil hospitals in the centre. Before the war therd 
was a skeleton organization, which was to be completed, 
if and when necessity arose, by civilian physicians 
and surgeons who received commissions in various 
ranks d@ la suite—that is to say, their services were 
available on mobilization. These surgeons and physi- 
cians were duly mobilized in and aftér August, 1914; 
While they owe a first duty to the military hospitals, 
they have to carry on also the work of the civilian 
hospitals and in other ways meet the demands of 
the civil population. This was the keystone of the 
original plan. Their numbers have in some. areas 
been greatly reduced owing to the seconding of many 
members of the staff for service abroad, especially the 
younger members and those most physically fit. In 
this way the staffs not only of the military general 
hospitals but also of the civil hospitals have been 
depleted, and the amount of work falling upon 
those who remain, generally senior members of the 
profession, that is to say, men no longer possess- 
ing the resiliency of youth, has been correspondingly 
increased. Further, it must be noted that the re- 
sponsibility for inspection of. the. second line or 
auxiliary hospitals rests upon the commanding officer 
and other members of the staff of the’ general. hos- 
pital to which they are affiliated. The auxiliary 
hospitals, as is well known, are staffed usually 
by practitioners in the district, who give part’ of 
their time to this military work, carrying on during 
the rest of the day the ordinary work for the civilian 
population. ; “1 
The custom of the War Office has been to place at 
the head of this large organization in each command 
a surgeon-general of the regular A.M.S. It requires 
no argument to establish that the duties of the officers 
holding these appointments are, of an. exceedingly 
important nature, calling for organizing ability, tact, 
and a knowledge of civilian medical affairs which 
can be possessed by few medical officers who have 
grown grey in the army.~ It might have been 
anticipated that if these appointments were to be 
reserved for regular officers, men of tried capacity, 
in the full vigour of life, and with minds open to new 
impressions, ready to receive sympathetically sugges- 
tions for handling conditions as to which they must 
necessarily have had little previous experience, would 
have been selected. Whether it can be said that this is 
what has happened we do not propose to discuss, for 
we desire to avoid any flavour of personal criticism ; 
but the question naturally arises whether, in some 
instances at least, civilian practitioners who have 
worked as commissioned officers in war areas -for 
several years and there gained experience not only of 
army administration, but also of the special cireum- 
stances of the immense military forces now on foot, 
might not wisely have been selected for the office of 
D.D.M.S. in gome of the Home Commands. ; 
- This policy has not been pursued. Not only have 
appointments open to senior officers A.M.S. with tha 
armies abroad, which have been multiplied many 
times, been kept a close presérve for them, but also 
those at home. We believe that this policy is mis- 
taken, and that it should be abandoned. We are con- 
fident that there are a sufficient number of medical 
officers not belonging to the regular R.A.M.C., among 
the senior Territorial medical officers especially many 
of whom have served for twenty years or more, who 
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would make highly efficient Deputy Directors of 
Medical Services, and would carry on the duties of the 
bfficé to the satisfaction of the War Office and of the 
civilian practitioners under their jurisdiction. 


There is in each command at home at least one con- 


gulting surgeon and in some a consulting physician 
also. When they were appointed, the conception of 
their duties was that these were purely clinical. They 
were to visit the first line and second line military 
hospitals on request and to consult with the staffs 
of these. hospitals on difficult cases. The concep- 
pion was quite sound so far, but it ignored the 
act that it is not possible to divorce clinical 
medicine and surgery from administration. The con- 
sultants soon realized that a large proportion of the 
cases brought to their notice in consultation assembled 
themselves into categories, and that for each category 
there must be a settled policy and often a special 
organization. Orthopaedic cases afford one instance. 
The need for a special organization was recognized 
early, and by accepting civilian guidance and per- 
sonnel the War Office has been able to organize a 
system which, though not yet complete, contains all 
the elements of success, and will confer incalculable 
benefits on the individual and on the nation, if the 
Pensions Ministry can be aroused from its lethargy. 
The numerous cases of neurasthenia and shell shock 
afford another instance of a class of war patients 
calling for a special organization. This is now in 
its infancy and its friends are standing by its cradle 
watching that the wrong kind of milk may not be 
put into its bottle, and, indeed, to make sure that it 
has a cradle of any kind. Fractures; especially of 
the joints and of the femur, afford another instance ; 
it was only last week that the Army Council sum- 
moned up sufficient resolution to direct that these 
orthopaedic cases should be sent to orthopaedic centres 
or to -hospitals with special departments, where they 
can be treated by efficient modern methods. 

The reason for this digression is that we feel com- 
pelled to say that in these matters the civilian pro- 
fession, including the consultant officers in the 
commands, have not in all cases received the support 
they had a right to expect from the Directors of 
Medical Services. This is in fact to put the matter 
in the mildest form, for too often, we fear, they have 
been met by indifference or by perceptible, though 
perhaps unconscious, obstruction.. We do not wish to 
inculpate individuals who are the victims of a system 
which seems to have no justification in army 
regulations or common sense—two terms which no 
doubt are at bottom synonymous. They have been, 
by the fortune of war and the customs of the service, 
placed in positions for which their previous experience 
has not prepared them. 

t may be said that the consultant physicians 
ana surgeons in the commands have been remiss 
in allowing things to drift, and that thereby other 
civilian practitioners have been handicapped and their 
work in caring for the wounded and sick rendered 
less effective than they would have desired. But on 
behalf of the consultant officers it may be replied that 
their duties were not at first very precisely set out; 
that their authority in administrative matters was un- 
certain; that their relation to the supreme authority 
in military matters in the command—the Deputy 
Director of Medical Services—was ill-determined ; 
and that they had no machinery for collective 
action. This last deficiency has been made good by 
the constitution of the consultants council, which 
must necessarily deal with general problems raising 
administrative questions, and is in the way to in- 
crease its influence on the decisions taken. It would 











get along better and faster if in the Deputy Directory 
of Medical Services of the Home Commands it h 


to deal with men of its own kidney, men broken to — : 


the hard give-and-take of clinical practice, who under. 
stand the civilian mind. 





VERONAL. 

Two cases in which the effects of veronal came under 
consideration have been heard recently in courts 
of law. In one the inquiry was as to the cause 
of the sudden death of General Sir Beauchamp Duff, 
who, it was stated at the inquest, had suffered from 
insomnia, which had been aggravated by anxiety 
due to the references to him in the report of the 
Mesopotamia Commission. It appeared that he had 
recently been in the habit of purchasing a bottle 
containing twenty-five tablets of veronal about once 
a month. The jury returned a verdict that death 
resulted from narcotic poison, self-administered for 
the purpose of procuring sleep, and was due to mis- 
adventure. In the other case an insurance company, 
in resisting a claim under a life policy, asserted that 
the insured person was in the habit of taking veronal 
and that this should have been disclosed when the 
policy was effected. 

The points of chief medical interest in these two 
cases are the dose and the matter of the estab- 
lishment of a veronal habit. Dr. W. H. Willcox, 
in a paper he contributed to this JourNnat in 
September, 1913 (p. 663), gave 15 grains as_ the 
smallest dose of veronal which had proved fatal. A 
medical witness at the inquest said that he had known 
a case in which 5 grains had produced a fatal result. 
This statement, we gather, applied to a particular 
case of a class probably best included among those 
mentioned by Dr. Willcox in which the veronal may 
be regarded as a contributory cause of the death 
of a patient in a bad state of health, rather than 
the actual cause. The same witness stated that 
veronal produced a certain amount of tolerance, but 
not so much as morphine or other drugs. In the 
insurance case Sir James Mackenzie, in the course of 
his evidence, said that there was no such thing as a 
veronal habit; people did not crave for it as they did 
for morphine or bromides, but took it only to meet 
the particular necessity. After recording this view, 
which, however, is not accepted by all medical authori- 
ties, we come to the point that a person may become 
addicted to the use of veronal, and that in certain con- 
ditions of health a dose of 15 grains—that is to say, 
three of the tablets ordinarily sold—may produce a 
fatal result. By an Order in Council made some time 
ago, diethyl barbituric acid and other alkyl, aryl, or 
metallic derivatives of barbituric acid, whether de- 
scribed as veronal, proponal, medinal, or by any other 
trade name, and all poisonous urethanes and ureides, 
were included in Part I of the schedule of poisons 
under the Pharmacy Act. The effect of the order is 
that veronal and the other allied substances may now | 
be sold only to persons who are either known to the 
chemist, or are introduced by some one known to 
him, and that on the occasion of each sale the vendor 
must at the time of sale and before delivery make 
the prescribed entry of the sale in his poisons book, 
to which the signature of the purchaser, and of 
the person, if any, who introduces him, must be 
affixed. 

The Home Office has issued an official notice to the 
public’ in the following terms: “There have been 
many cases of veronal poisoning in this country, and 
it is desirable that it should be known that the drug 
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cannot safely be used except upon the advice of a 
medical practitioner on each occasion. Many persons 
are specially susceptible to its action, and fatal 
‘poisoning may occur even from small doses of the 
drug, especially if repeated. The danger is still greater 
when doses are progressively increased. It is most 
important, therefore, that veronal and its derivatives 
and allied substances should only be taken with the 
knowledge and consent of a medical practitioner, and 
on his written prescription, and it is advisable that 
the dispensing of such prescriptions should not be 
repeated without the written sanction of the medical 


man.” 
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AN EIGHTEENTH CENTURY “BRITISH MEDICAL 
JOURNAL.” 

We have received from Dr. Selfe Bennett a most curious 
document in connexion with the history of the medical 
press in this country, and one of peculiar interest to the 
readers of this journal. The document in question is a 
prospectus of a medical journal entitled the British Medical 
Journal, to be published by R. Phillips of St. Paul’s 
Churchyard, on February Ist, 1799. The price of the 
periodical was fixed at two shillings; it was to be con- 
tinued monthly, in octavo size, containing at least six 
sheets, and its objects were to give the “earliest in- 
formation on subjects of Medicine, Surgery, Chemistry, 
Pharmacy, Botany, and Natural History.” Amongst other 
items of interest, all of them set out in an attractive form 
in the prospectus, there was to appear in the first number 
“an accurate description of the real plant and Balm of 
Gilead ; its growth and remarkable properties, for which it 
has long been celebrated, both as a cosmetic and internal 
medicine among oriental ladies.” It is certainly strange 
that the name of this journal should have anticipated ours, 
for there is, of course, no connexion between the two, but 
stranger is the fact that no trace of this eighteenth cen- 
tury British Medical Journal can be discovered. After a 
search in the British Museum, the Library of the Royal 
Society of Medicine, the Library of the College of Phy- 
sicians, and other libraries, we are unable to find a journal 
corresponding to the prospectus of the British Medical 
Journal, now in the possession of Dr. Selfe Bennett. It 
would appear, therefore, that this journal never went 
beyond the prospectus stage. It was at least possible that 
the London Medical Review and Magazine or the Medical 
and Physical Journal (both of which appeared in 1799, the 
date of the prospectus of the British Medical Journal) 
might have been launched under that title, but on 
reference to those journals no support is given to the sup- 
position. So far as is known, therefore, Dr. Selfe Bennett 
is the happy possessor of a rare and perhaps unique docu- 
ment in connexion with the history of the medical press. 
Modern editors of medical journals may be well acquainted 
with the methods by which their journals are made 
popular, but we think, after reading the prospectus, that 
the most skilful of them would bow down to this unknown 
writer, and would admit that medical editors in the 
eighteenth century were fully equal to pthose- of the 
twentieth in the art of drawing up an attractive pro- 
spectus. R. Phillips, of St. Paul’s Churchyard, was a well- 
known publisher in his day, and made somewhat of a 
speciality of medical and educational publications. 


VITAMINES IN WAR-TIME DIETS. 
Tue third of the series of public lectures at University 
College on biological problems was delivered on Feb- 
ruary 4th by Miss Margaret Hume, Assistant in the 
Director’s Department at the Lister Institute of Pre- 
ventive Medicine, who dealt with the subject of accessory 
food factors or vitamines. Antirachitic vitamines were 
present in butter and cod-liver oil, and therefore in a time 
of fat shortage like the present it seemed desirable that 








milk, butter, and cream should be reserved for children as 
far as possible, and vegetable margarine of much less 
certain virtue used by adults. Experiments at the Lister 
Institute had shown that the embryo of the grain of 
cereals was much richer in anti-beriberi vitamines even 
than the cortex; modern processes of overmilling, there- 
fore, left a deficiency to be made up from other sources. 
The most concentrated depositaries of anti-beriberi vita- 
mines were unmilled cereals, pulses (in which, appa- 
rently, the vitamines were uniformly distributed, and not 
limited largely to the germ, as in cereals), and eggs, 
including such dried preparations as contained pure 
egg. Another highly concentrated source was yeast flour. 
Meat and vegetables contained a moderate amount but 
not in a concentrated form, while the pulpy parts of fruits 
were poor in vitamines. They were present in milk in 
small but sufficient quantity. The keeping power of anti- 
beriberi vitamines was good, and they withstood cooking 
at 100°C.; at higher temperatures they were destroyed, 
and therefore tinned foodstuffs which had undergone a 
process of superheating were deficient. The antiscorbutic 
vitamines were much more delicate and elusive. They 
were most abundant in fresh citrous foods such as oranges 
and lemons, but commercial lime juice, so far as had been 
ascertained, had no such value. Cabbage leaves were rich 
in this factor, and tubers less so. Antiscorbutic vitaminés 
disappeared from kept food. At room temperature they 
disappeared from foodstuffs within a few weeks or days; 
with food in cold storage they could be preserved for some 
months; they disappeared rapidly in the higher tempera- 
tures of cooking and sterilization, and diminished even in 
the pasteurization of milk at temperatures below boiling 
point. Indian soldiers in the Eastern campaign whose 
ration was atta (coarsely ground wheat flour) and dhal 
(any kind of pulse) were perfectly safe against beriberi 
but not against scurvy, unless the rations were supple- 
mented by fresh vegetables or meat. It was an important 
fact, however, that these vitamines developed on the 
germination of seeds, and at the Lister Institute the dhal 
of the Indian soldier’s ration had been germinated until its 
value in respect of antiscorbutic vitamines after twenty- 
four hours’ soaking and twenty-four hours’ germination 
was almost as good as that of fresh cabbage. Sufficient 
vitamines to protect against scurvy would be forthcoming, 
in the absence of other vitamine-containing food, from 
about 1lb. of potatoes a day, or a smaller amount of 
cabbage, or perhaps a single orange. 


CEREALS AND FATS. 
WE have so frequently criticized the contempt of science 
displayed by many lay writers upon food problems that 
our readers are perhaps weary of the subject. The Times 
has, however, just provided a remarkable illustration 
of our argument. Our contemporary published on 
February 2nd a letter from Mr. Charles Fisher, who 
wrote as an authority on agriculture, criticizing the 
policy of the Food Controller with respect to stock 
raising. Inter alia Mr. Fisher endeavoured to controvert 
the conclusion of the Royal Society's Food Committee 
that a pig must consume 7 lb. of barley to produce 1 Ib. 
of pork. Mr. Fisher’s argument appears to us invalid, 
The Committee did not, as we understand them, contend 
that a pig weighing z pounds must have consumed 7 2 Ib. 
of meal, but that in the ripening of stores into bacon or 
pork pigs the yield was somewhere in the neighbourhood 
of 1 lb. for 7 lb.—a very different proposition. This, how- 
ever, is a matter with which we are not primarily con- 
cerned; the really important issue is the attitude of the 
Times. In a leading article commenting on Mr. Fisher's 
letter, after quietly assuming that Mr. Fisher’s arguments 
are irrefutable, the following proposition is.put forward: 
“Scientific calculations about food are a very untrust- 
worthy guide to practice, because the data on which 











they are based are quite inadequate to justify the 
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conclusions drawn from them.” The confidence with 
which this assertion is made goes far to explain much 
that has been amiss during the past three years, and 
will, we are afraid, explain much still to be endured. 
Scientific calculations, it seems, are untrustworthy guides; 
no doubt we shall in the future, as in the past, substitute 
for them rhetoric, “stunts,” and again rhetoric. The 
Times, with commendable fairness, gave prominence in 
an early subsequent issue to a closely reasoned letter from 
Professor Starling, who, after pointing out that the leader 
writer’s aphorism involved a contradiction in terms, asked 
the question, to which it is to be feared no one can give a 
satisfactory answer, “* When are we in England. to learn 
that science is nothing but practical experience accurately 
noted, recorded, and classified?" Passing to the particular 
topic of food supplies, Professor Starling made the follow- 
ing points: When we are faced by an acute food shortage 
it is idle to discuss large ideals of agricultural policy. 
The basal foods necessary to maintain the health and 
efficiency of our population are cereals and fats. Measures 
tending to increase the availability of the former for 
human needs must reduce the supplies capable of being 
appropriated to stock. Since vegetable oils cannot be pro- 
duced in large amount at home, we must have recourse to 
animals to manufacture the necessary fat for us. But, 
since it is evidently more economical of tonnage to import 
maize-fed bacon from America than feeding stuffs for 
home-raised pigs, the appropriate course is not, as Mr. 
Fisher and the Times contend, to increase our home pro- 
duction of pork. We do not think that any serious 
objection to this can be advanced. Whatever may be said 
of other parts of the Food Controller’s policy, his expressed 
intentions with regard to stock raising seem to us well 
considered. 


TREATMENT OF SYPHILIS. 
Wir the introduction of the dispensary system for the 
treatment of venereal disease in Germany has come a 
growing demand for uniformity and the use of the pro- 
cedure which gives the best results. In the pre-salvarsan 
period the treatment of syphilis with mercury had become 
more or less standardized. This cannot yet be said of 
the present day combined treatment with salvarsan and 
mercury, which gives, apparently, widely different results 
according to the systems of dosage employed. Thus 
Hiibner,’ in a survey of the experience gained in the 
Elberfeld dispensaries and hospitals, concludes that, with 
the combined treatment, as practised by himself, one 
course was totally inadequate, and that only by its repe- 
tition at certain intervals could permanent results be 
secured: He re-examined 243 cases of syphilis treated in 
1915 and 1916 in the Elberfeld hospital, and found that of 
the patients who had neglected to seek medical aid after 
leaving hospital only 10 per cent. were free from symptoms 
and gave a negative Wassermann reaction. The percentage 
rose to 33 among those who had undergone at least one 
supplementary course of treatment after leaving hospital, 
and was as high as 66 among the patients who had had the 
benefit of several supplementary courses. Professor Scholtz? 
of Kénigsberg has made an emphatic protest against the 
supplementary treatment as a matter of routine. He regards 
the above results as exceptionally bad and indicative of 
faulty dosage, and claims that by his method of combining 
these drugs he has effected 100 per cent. of cures among 
his private patients treated for primary syphilis. The 
results were almost as good among his hospital patients. 
Among patients treated for secondary syphilis within two 
years of infection a single course of salvarsan and mercury 
effected a cure in at least 85 per cent. Scholtz regards as 
cured patients who for at least two years have shown no 
clinical or serological sign of syphilis on half-yearly or 
quarterly examination. Only when his patients showed 
signs of relapse after the first course did he prescribe a 








1 Muench. med. Woeh., July 10th, 1917. 
2 Ibid., September 11th,-1917. 
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supplementary course eight to ten weeks after the com. 
pletion of the first ; it was found that half of these relapg. 
ing patients required a third course. He states that while 
he never experienced any serious accident with old ga]. 
varsan, although he and his assistants have given over 
30,000 injections, several cases of fatal haemorrhagic 
encephalitis followed the administration of neo-salvarsan, 
of which more than 20,000 injections had been given. To 
judge from these two publications German practitionerg 
are still far from unanimous in their views on the salvarsan. 
mercury treatment of syphilis. 


LOCALIZED PNEUMOTHORAX IN PULMONARY 
TUBERCULOSIS. 
In contrast to the prominence of laboratory methods in 
clinical medicine, it is a change to find a paper such as that 
by M. Fishberg,' dealing mainly with old-established. 
physical signs. A localized or interlobar pneumothorax 
frequently occurs in the course of pulmonary tuberculosis 
and is often overlooked or regarded as alarge vomica. The 
distinction between the two is difficult, but x-ray exami- 
nation, especially by screening, has made the diagnosis 
easier, though skiagraphy is not infallible, and may even be 
misleading. In fact, Fishberg remarks that he has often 
been confused by skiagraphic reports when they conflicted 


with the physical signs, and if one method only was avail. ~ 


able would prefer physical signs. A bright circumscribed 
area without lung markings and without a surrounding 
thick, dark shadow, is strongly in favour of a localized 
pneumothorax; but, if the local pneumothorax is in front 
with much adherent lung tissue behind, there may be 
no bright areca; and, on the other hand, the walls of a 
vomica may not cast a shadow, and so what is 


really a cavity appears like a localized pneumothorax, © 


A vomica may appear as a clear area when empty, 
and when full of sccretion cast a shadow, whereas 
a ‘localized pneumothorax does not show these changes. 
Multiple clear areas necessarily point to the presence of 
cavities in the lung. Fishberg describes with illustrative 
cases (1) localized pneumothorax running a rapid and fatal 
course with symptoms of a complete pneumothorax, and 


(2) latent localized pnoumothorax, with sudden onset of. 


more or less severe symptoms which soon abate, so that 


the patient feels well and the lesion is not recognized... 


The sudden onsct of pain, cyanosis, and dyspnoea of 
course suggests pneumothorax, and the sudden appearance 
of signs of a cavity points in the same direction. A 
localized pneumothorax is as a rule dry and without the 
adventitious sounds commonly heard over a large cavity. 
The presence of a large dry cavity, especially when 
extending into the axilla, should arouse suspicion, 
Metallic breathing is common in a localized pneumothorax, 
rare in a cavity. Whispered pectoriloquy is common in 
localized pneumothorax, rare in vomicae. The percussion 
note over vomicae is rarely tympanitic, whereas the 
cracked-pot sound is more frequent over vomicae. The 


coin sound is exceedingly rare over vomicae, but sometimes | 


present over a localized pneumothorax. Bulging and 
widening of the intercostal spaces may be noted over local 
pneumothorax. Displacement of the heart need not occur 
in association with a localized pneumothorax. Although 
a consideration of all these points will clear up most of the 
doubtful cases, there are some in which the diagnosis 
fails. . 


THE FATE OF THE CYST DUCT AFTER 
CHOLECYSTECTOMY. 
EIsENDRATH AND Dunuavy? refer to three cases, including 
one previously published by Floercken, in which after 
removal of the gall bladder recurrence of the symptoms 
has been due to dilatation of the cystic duct so as to 
form a new gall bladder with or without the formation of 


—_ 





1 Arch. Int. Med., Chicago, 1917, xx, 739-760. 
2 Surgery, Gynaec., and Obstet., 1918, xxvi, 110-112. 
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calculi; they therefore urge that in cholecystectomy thie 
entire cystic duct should be removed. The experiments 
of von Haberer and Clairmont were repeated and the 
results confirmed, namely, dilatation of the cystic duct 
after removal of the gall bladder with ligature of the 
eystic duct close to the gall bladder. It may be pointed 
out that in congenital absence of the gall bladder the 
common bile duct has been known to show a compensatory 
dilatation in part of its course, and that in one such case, 
recorded by Stone, the common bile and hepatic ducts 
co.tained calculi. Mayc-Robson also reported dilatation 
of part of the common bile duct after cholecystectomy. 
It would therefore appear that the adoption of Eisendrath 
and Dunlavy’s advice to remove the cystic duct as close as 
possible to the common duct would be likely to be followed 
by dilatation of part of the common duct. But probably 
this would be less prone than dilatation of the cul-de-sac 
of the cystic duct to be attended by calculus formation and 
recurrence of symptoms. . 





THE GUILLOTINE AMPUTATION. 

Tue so-called guillotine amputation has found a defender 
in Professor Kausch, who would seem to be consulting 
surgeon to the Prussian Guards.' His argument is that 
the guillotine operation, or amputation in one plane at the 
site of injury, is conservative, inasmuch as it results when 
successful in the preservation of a longer stump than with 
other methods. He admits that sometimes life may thus 
be sacrificed, but he holds that it is a greater misfortune 
that young men should lose a limb unnecessarily than that 
sometimes one should die from attempts to save it (or a 
part of it), He does not recommend, nor practise, re- 
amputation in these cases, but claims to be able to cover 
the protruding bone and exposed soft parts by vigorous 
weight extension. By this is to be understood the use of a 
weight of 10 to 15 kilos (22 to 33 lb.) attached to the skin 
by strips of twill and mastisol. He gives details of one of 
his best cases, in which the patient refused reamputation 
by other surgeons. After four months of Kausch’s treat- 
ment an excellent result was obtained, judging from the 
illustrations; but the patient suffered very severely before 
this happy consummation was reached. Many British 
surgeons think that a large number of lives have been 
sacrificed by low guillotine amputations, and we believe 
that in our armies the operation is not now often done. In 
considering the pros and cons for amputations at various 
levels Kausch formulates his conclusions by describing 
“Wertzonen” or sections of relative values in the several 
bones of the extremities, and elucidates them by a figure. 
Unlike most British authorities, and contrary to the 
experience of limb makers, he estimates the articular ends 
of the long bones as of the greatest value, but his arguments 
are unsound, and his conclusions invalid. In the same 
paper he recommends bone transplantations for prolonga- 
tion of short stumps of fingers, and also arms and forearms. 
These, we think, however, are of doubtful practical value, 
even when aseptic conditions can be obtained. Kausch 
himself states that at the front he did not see one primarily 
healed amputation. 


THE NEW DIRECTOR-GENERAL I.M.S. 
THE post of Director-General of the Indian Medical 
Service, which has been vacant since the death of 


.Surgeon-General Sir Charles Pardey Lukis, K.C.S.L., 


on October 21st, 1917, has been filled by the appointment 
of Surgeon-General William Rice Edwards, C.B., C.M.G. 
Surgeon-General Edwards was born in 1862 and educated 
at Clifton and the London Hospital, where he was house- 
surgeon and house-physician. He graduated M.B.Durh. 
with honours in 1884, and took the diploma of M.R.C.S. in 
the same year. He entered the Bengal Medical Service 
as surgeon on April Ist, 1886, became surgeon-major on 
April 1st, 1898,.lieutenant-colonel on April 1st, 1906, colonel 








? Bruns's Kriegschirurgische Hefte der Beitriige zur klinische 
Chirurgie. Heft 42. Tubingen: H. Laupp. 1917. 
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on May 25th, 1914, and surgeon-genoral on April Isé, 1915, 

After two years in inilitary employ and a shert spell 

of civil employ in Bengal he became, in 1890, surgeon 

on the staff of Lord Roberts when Commander- 

in-Chief in India. Afterwards lie ontexed the political 

department, and in April, 1892, was appointed civil 

surgeon of Quetta, Baluchistan. His services were . 
lent to the War Ofticc in 1900, and when Lord 

Roberts took the supreme command in South Africa 

in December, 1899, he chose Major Edwards, as he 

then was, as his personal surgeon. In South Africa he 

served in the Cape Colony, the Ozange River Colony, and 

the Transvaal; was present in the actions at Johannes- 

burg (May 29th, 1900), Diamond Hill (June 11th and 12th, 

1900), and Belfast (August 26th and 27th, 1900); was men- 

tioned in dispatches, in the London Gazette on April 2nd, 

1901, and received the Queen’s medal with five clasps, and 
the C.M.G. on November 29th, 1900. After his return to 
India, in November, 1902, he was appointed residency 

surgeon of Kashmir, and in December, 1910, chief medical 

officer of the North-West Frontier Province. On promo- 

tion to the administrative grade on May 25th, 1914, he was 

posted as A.D.M.S. of the Derajat and Bannu Brigades, | 
and on April lst, 1915, succeeded Surgeon-General G. F. A. 

Harris as inspector-general of civil hospitals in Bengal. 

He was made a C.B. on June 22nd, 1914, and appointed an 

honorary physician to the King on February 18th, 1917, 


BRITISH ORTHOPAEDIC ASSOCIATION. 

Tue inaugural meeting of the newly constituted British 
Orthopaedic Association was held on February 2nd at 
Queen Mary’s Convalescent Auxiliary Hospital, Roe- 
hampton House, London, S.W. The association has been 
founded on much the same lines as the important American 
Orthopaedic Association, and, indeed, partly owes its 
inception to the stimulus given by certain distinguished 
American orthopaedic surgeons now in Europe. It is 
confidently expected that the new body, which has a 
membership composed of working orthopaedic surgeons, 
and has determined to require a severe test for the 
admission of fnture members, will play the leading part 
in maintaining the dignity of orthopaedic surgery in the 
British Isles, and in promoting organized scientific and 
clinical research in this subject. The new association was 
formally constituted at an executive session on the date 
mentioned, a constitution and by-laws adopted, and the’ 
fellowing officers elected, namely: President, E. Muir- 
head Little, F.R.C.S., London; Vice-President, Sir Robert 
Jones, C.B., F.R.C.S., Liverpool; Treasurer, W. E. Bennett, 
F.R.C.S., Birmingham ; Secretary, H. Platt, M.S.; F.R.C.S., 
Manchester. Demonstrations were given by the staff of 
the Roehampton Limbless Hospital, including one on 
types of stumps by Mr. Muirhead Little, and a visit 
was paid to the workshops. Captain T. P. McMurray, 
R.A.M.C.(T.), demonstrated an artificial leg and tem- 
porary peg legs. Mr. E. M. Corner read a paper on 
nerve bulbs in amputation stumps, which was discussed 
by Colonel T. H. Openshaw and Messrs. D. M. Aitken, 
A. S. B. Bankart, W.. E. Bennett, W. R. Bristow, R. C. 
Elmslie, and T. P. McMurray. 


REDUCED. NUMBER OF PAGES. 

Tur damage done to machines and paper by the fire at the 
works in which the British MepicaL Journal is printed, 
to which reference was made last week, again makes 
it impossible to print the usual number of pages. We 
must ask all correspondents to bear in mind the diffi- 
culties under which the Journat is being produced. It 
should be added that it will be necessary almost at once, 
owing to the restrictions about to be enforced by the 
Paper Commission, permanently to reduce the number of 
pages in each issue of the JournaL, but a full statement on 
this point will be made shortly. 
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Medical Motes in Parliament. 


Army Medical Service: Committee of Inquiry’s Report.— 
We published last week the answer returned by Mr. 
Macpherson to a question by Major David Davies on 
January 28th, but were unable to report the result of a 
further question on the following day, when Major Davies 
asked (1) whether the Committee appointed to inquire 
into the organization of the Army Medical Services had 
concluded its work; (2) whether it had included in its 
report any recommendations for the more efficient conduct 
of Royal Army Medical Corps administia:ion in this 
country as well as in France; and, if not, (3) whether it 
‘was proposed to set up another committee to inquire into 
the condition of affairs and the state of organization of 
the Army Medical Services in Great Britain. Mr. 
Macpherson, in reply to the first two parts of the question, 
referred Major Davies to his answer of the previous day, 
and said that the answer to the third part of the question 
was in the negative. Major Davies then asked whether it 
was not the fact that the Committee was appointed to 
deal with the whole subject of the reorganization of the 
Royal Army Medical Corps in this country as well as in 
Franco. Mr. Macpherson: No. My hon. and gallant 
friend will realize, and my hon. friend (Mr. Pringle) to 
whom I gave the pledge will corroborate me, that it did 
not refer to that subject at all. 


Ministry of: Pensions: Director of Medical Services.—In 
answer to Sir G. Thomas, on January 29th, Sir A. Griffith- 
Boscawen, Parliamentary Secretary to the Ministry of 
Pensions, said that the Director of Medical Services to the 
Ministry of Pensions was entrusted with the administrative 
control of the Chelsea Medical Board, of the Special 
Medical Boards in London and the provinces, and of the 
other medical services of the Ministry, and also acted as 
adviser in matters of treatment and in the establishment 
and supervision of institutions for this purpose. The 
appointment (which was for no specified period) was a 
whole-time one, carrying a non-pensionable salary of 
£1,200 a year, the amount to be subject to reconsideration 
after the war. In the case, however, of the present holder, 
Sir John Collie, the Treasury had sanctioned the payment 
of a salary, personal to himself, of £1,500 a year. 


Military Rations at Home.—In reply to Major Lane Fox, 
Mr. Forster said that the scale of rations for all troops 
serving at home, except those in training or otherwise in 
preparation for service overseas, and in mobile formation 
for home defence, had been reduced by about one-third. 


INSURANCE AMENDMENT BILL. 

Newly Married Women.—The National Health Insurance Bill 
was taken in Committee and on Report in the House of Lords 
last week. A matter of interest was Lord Knutsford’s amend- 
ment to Clause 22, which proposed that an insured woman 
should be given a benefit of £2 on notifying her approved 
society of her marriage and going out of insurance through 
teasing work. Lord Kuutsford’s objection was that this would 
apply insurance money wrongly, and would diminish the ad- 
vantages of insurance. It had been intimated that one reason 
why the change was proposed was the difficulty of getting 
insured women to notify upon marriage. Viscount Sandhurst, 
for the Government, agreed to fall in with the general wish to 
abandon the grant on marriage and to rearrange women’s 
insurance on marriage for a limited period after marriage. 
The proposal was that a married woman ceasing work within 
one year after marriage is to be considered as having been 
employed when she has been actually away from work for eight 
consecutive weeks not due to illness. She is to be insured for. 
sickness benefit at the rate of 5s. per week for one year follow- 
ing employment, subject to the condition that not more than 
six weeks’ benefit in all is to be received during the year. 
She was algo to be insured for a maternity benefit of 30s. for 
one confinément within two years of the date of marriage. 
Further, she was to be entitled to medical benefits and sana- 
torium benefits to the end of the calendar year next after that 
following marriage. The new clause was accepted by Lord 
Knutsford and agreed to. without division. Lord Knutsford 
said it was a very good solution that every woman who married 
and ceased employment should have five shillings a week, 
limited to six weeks, and that she should have 30s. maternity 
benefit for her first child born within the first two years of her 
marriage. 








————$<—<——= 


Iliness due to Misconduct.—Lord Sydenham moved a new sub. 
section, the object of which was to lay down that, notwith- 
standing any provision ‘to the contrary in any rule of an 
approved society, an insured person suffering from vene: 
disease should not, on the ground that this disease might have 
been due to misconduct, be deprived of any sickness or dig. 
ablement benefit te which otherwise he or she would have been 
entitled. Lord Sydenham said that the effect of the mig. 
conduct rule had been to cause concealment of disease, thereby 
preventing treatment being given at the proper time, and 
increasing the danger to the public afterwards. The economicg] 
effect upon the insurance societies had been that they were 
burdened in later years with the later effects of these diseases, 
Viscount Sandhurst, for the Government, said that it wag 
thought that the object of the amendment was more likely to 
be gained, and without friction, not by a clause in the Acts, but 
by leaving it to be done in the rules of the societies; but he had 
agreed to submit an amendment which would absolve societies 
from holding certain meetings before making the rules.’ The 
Commissioners proposed to issue a circular to the societies, 
many of which acknowledged the need for the change, indicating 
the views put forward by Lord Sydenham. The amendment 
was then withdrawn, and the clause was amended as Lord 
Sandhurst had suggested. 


Venereal Disease inthe Army.—Mr. Peto asked Mr. Macpherson 
whether his attention had been called to the War Office letter 
to general officers commanding, dated March 18th, 1916, which 
stated that the Army Council could not accept suggestions 
made with regard to prevention which would imply the ado 
tion of any system of prophylaxis which might be said 
to afford opportunities for unrestrained vice; whether this 
deterred army medical officers from taking steps to prevent 
the spread of venereal disease in the army; and whether the 
Army Council would now withdraw any restriction which pre- 
vented effective measures from being taken to avoid the waste 
of man power in the army from this cause. Mr. Macpherson 
regretted that he could add nothing at present to the answers 
he had given on January 22nd last. Mr. Peto asked Mr, 
Macpherson to give some idea, if not accurate figures, of the 
number of men who passed through hospital suffering from 


venereal disease in a single year, and who were at any one time . 


incapacitated from this cause. Mr. Macpherson replied that 
he could not give definite figures. He did not think that the 
effect of the Jetter was to prevent medical officers from . taking 
every possible step to prevent venereal diseases. 


Representation of the University of Wales.—During considera- 
tion in the House of Commons of the Lords’ amendment to 
the Franchise Bill, Mr. Ellis Griffith carried an amendment to 
give the University of Wales a separate representative. Under 
the original proposal it was one of a group of universities to 
return two members. : 


Committee on the Blind.—Sir ‘Watson Cheyne asked whether 
the President of the Local Government Board had considered 
the question of adding one or more ophthalmic surgeons to 
his Committee on the Care of the Blind. Mr. Hayes Fisher 
— that in view of the great demand upon the time of 
ophthalmic surgeons it appeared that their advice and assist- 
ance could be most conveniently secured otherwise than by 
nomination of a representative upon the Advisory Committee, 
much of the time of which would be occupied with purely 
administrative problems. He was, however, willing to invite 
an ophthalmic surgeon to serve on the Committee if it were 
desired, and was communicating with the Royal Society of 
Medicine on the matter. ; 


Report on Army Medical Service in France.—In reply to 
Major David Davies, Mr. Macpherson said that a copy of the 
report of the inquiry into the Army Medical Services in France 
had been forwarded to the Ministry of National Service to 
assist the Ministry in its function of co-ordinating military 
and — demands upon the medical man power of the 
country. 


Air Force Medical Service.—Major Baird has stated in reply 
to questions that the arrangements for the medical care of the 
air force are still under consideration. He anticipated, how- 
ever, that the matter would be settled at a very early date. 

THE specialists in children’s diseases in Bogota have 
formed a paediatric society. 

PROFESSOR VITTORIO ASCOLI, the successor of the late 
Guido Baccelli, in taking possession of his chair, delivered 
an inaugural address in the great hall of the Institute of 
Clinical Medicine, Rome. 

THE Edward L. Trudeau Tuberculosis Sanatorium, 
which was formally opened in Paris on Christmas day, 
is the first tuberculosis hospital in France created wholly 
by’ the American Red Cross. It has only 8 beds at 
present, but it is hoped to increase the number to 1,200 
within the next year. 
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THE WAR. 


CASUALTIES IN THE MEDICAL SERVICES. 
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ARMY. 
Died on Service. 
LizutTenant P. A. WepGwoop, R.A.M.C. 
Lieutenant Percy Ashworth Wedgwood, R.A.M.C., was 
reported as having died on service, in the casualty list 
ublished on February 5th. He was educated in Edin- 
purgh, at the University and Royal College of Surgeons 
School, and took the Scottish triple qualification in 1898. 
After serving as surgeon of the ss. Derbyshire, he went 
into practice at Kirby Underdale, Yorkshire. He had only 
recently joined the R.A.M.C., ‘and was attached to the 
Yeomanry. 
Wounded. 
Captain H. A. Cochrane, Canadian A.M.C. 


DEATHS AMONG SONS OF MEDICAL MEN. 
‘ Buss, Hilary, Second Lieutenant Royal Flying Corps, son of 
the late Dr. Laurence Buss, killed in an aeroplane accident in 
Lincolnshire on January 21st. 

Collier, Martin Huntley, Lieutenant R.N., lost at sea on 
January 19th, aged 25, younger son of Lieut.-Colonel William 
Collier, R.A.M.C., of Oxford, President of the British Medical 
Association in 1904. He entered the navy in 1904, and became 
lieutenant in 1913. He was a fine athlete, and made a repu- 
tation in Rugby football and in boxing both at Osborne and 
ét Dartmouth. He played Rugby for the navy, the United 
Services, and the South, and won the officers’ championship in 
the light-heavy class in 1914. 

Scott, James Garnett, Lieutenant R.N.V.R., attached Royal 


’ Air Service, oily son of the late Dr. W. M. Scott, died sud- 


denly on January 25th. His commission as lieutenant was 
dated January, 1916.) 


(We shall be indebted to relatives of those who are killed in 


action or die in the war for information which will enable us to 
make these notes as complete and accurate as possible. ] 





HONOURS. 


A SUPPLEMENT to the London Gazette, issued on February 
4th, contains a further list of rewards for gallantry and 
distinguished service in the field. The acts of gallantry for 
which the decorations have been awarded will be announced 
in the London Gazette as early as practicable. The list includes 
the following medical officers, all of whom belong to the 
R.A.M.C, unless otherwise indicated: 


Bar to the Distinguished Service Order. 
Major (temporary Lieut.-Colonel) A.C. Osburn (D.S.O. 
gazetted June 3rd, 1916). 


Distinguished Service Order. — 
Major {temporary Lieut.-Colonel) C. A. A. Stidson. 
Temporary Captain F. F. Carr-Harris. 


Bar to the Military Cross. 

Captains: C. D. S. Agassiz (M.C. gazetted September 26th, 
1917); E. A. C. Fazan (M.C. gazetted January 14th, 1916); S. 
McCausland (M.C. gazetted July 26th, 1917); J. S. Wallace 
(M.C. gazetted July 26th, 1917). 

Temporary Captains: A. J. Blake (M.C. gazetted September 
22nd, 1916); J. W. Macfarlane (M.C. gazetted July 26th, 1917). 


Military Cross. 

Captain (temporary Major) J. D. Fiddes. 

Captains: R. V.C. Ash, A. J. Beveridge (S.R.), J. H. Black- 
burn, R. C. Brewster, N.Z.M.C., E. Douglas, C.A.M.C., J. H.P. 
Fraser, P. J. Gaffikin (8.R.), A. D. Irvine, C.A.M.C., G. L. 
Jepson, C.A.M.C., J. G. MacNeill, C.A.M.C., G. Morris (8.R.), 
H. D. Pickles, J. A. Pridham (S.R.), W. Robertson, W. H. 
Secord, C.A.M.C., W. E. Sinclair, C.A.M.C., A. P. Thomson, 
D. L. Wall, J. A. Young, J. C. Young (S.R.). ; 

Temporary Captains: J: V. Cope, D. McD. Dickson, H. B. 
German, F. A. Grange, E. A. T. Green, J. P. Jones, F. B. 
Julian, A. G. Maitland-Jones, J. Manuel, D. J. McAfee, F. B. 
McCarter, J. A. Montgomery, L. M. Rowlette, D.S.O., 
C. Russell, R. Rutherford, B. H. Swift, G. D. K. Waldron. 

. Lieutenant (temporary Captain) W. W. MacNaught. 

Lieutenants: 8. Dutt, I.M.S., J. Marshall (S.R.). 

Temporary Lieutenants: A. C. Hallowes, E. E. Owens, 
D. A. H. Moses. ; 

The Military Cross is also awarded to one sergeant-major of 
the R.A.M.C., while the Military Medal is bestowed upon 
Bee and 76 privates of the R.A.M.C., A.A.M.G% and 





NOTES. 


COLONEL T. H. J. C. GOODWIN, C.M.G., D.S.O., A.M.S., who is 
about to succeed Sir Alfred Keogh as acting director-general of 
the Army Medical Service, has been gazetted Surgeon-General. 


_The silver medal for saving life at sea has been awarded to 
Captain William L. Cockcroft, R.A.M.C., in recognition of his 
services on the occasion of the loss of H.M. transport Royal 
Edward in the Zgean Sea on August 13th, 1915. 


A special Supplement to the London Gazette issued on January 
29th announces that the Royal Red Cross decoration had’ been 
conferred upon forty-one ladies in recognition of their valuable 
nursing services. 

AMERICA IN THE WAR. 

Tn August, 1917, a board was established to collect materials 
for a medical and surgical history of the American participation 
in the war. The members are Colonel Champe C. McCulloch, 
librarian of the Surgeon-General’s library; Major Fielding H. 
Garrison, formerly assistant librarian, and Major John §. 
Fulton, professor of State Medicine in the University of, Mary- 
land. In addition to an introductory narrative of the events of 
the war in their bearing upon military medicine, the individual 
reports of division surgeons, directors of base ee gem and 
other medical officers at the front, will be published and lists 
of all medical officers on active duty in the war. The rest of 
the work will consist of four sections—statistical, in which all 
data will be interpreted by modern mathematical methods 
(Major Fylton); clinical medicine, including neurological cases ; 
surgery, including analysis of cases, treatment of wounds, etc. ; 
and sanitation, prophylaxis, food, water supply; etc. - 


—_—————————————— = = —— = 


England and Wales. 


NotiFicaTion oF InFrectious DIsEAsE. 

Tue Local Government Board has issued an order pre- 
scribing a uniform form of certificate or notification by 
medical practitioners for all notifiable infectious diseases. 
A separate form is prescribed for use in the metropolis, in 
view of the specific additional information required under 
the’ provisions of the’ Public Health (London) Act, 1891. 
In both forms provision is made for, the additional par- 
ticulars required in the case of tuberculosis, ophthalmia 
necnatorum, .and measles or German measles, under the 
regulations relating to those diseases. The order authorizes 
the transmission of all certificates or notification’ to 
medical officers of health by halfpenny post instead of 
letter post. The order relates exclusively to certificates of 
notification by medical practitioners, and does not affect 
the duties of certified midwives in suspécted cases of 
ophthalmia neonatorum. The schedules to the order 
indicate that the Local Government Board is bent on 
getting value for its shilling. : 











Tue Loca GoveRNMENT BoarD AND THE MINISTRY 

or Heat. 

On January 23rd, at the Royal Institute of Public Health, 
Dr. E, W. Hope, of Liverpool, opened a discussion on 
the proposed Ministry of Health. Sir Horace Munro, 
K.C.B., Permanent Secretary to the Local Government 
Board, who was in the chair, said -that fifty years ago 
the whole question of public health was considered by 
a Sanitary Commission, and one of its recommendations 
was that the administration of the laws relating to 
public health should be presided over by one Minister 
acting as a central authority. It was in pursuance of 
that recommendation and of certain other proposals that 
the Local Government Board’ was set up to be the 
ministry of health. The country could look back with 
very great satisfaction on the progress in health matters 
since then. The total death-rate had declined by more 
than one-third, and infantile mortality by more than 
one-fourth. The present demand for a Ministry of Health 
had arisen because the State now took a wider view 
of its responsibilities.in relation not only to environ- 
ment, but to the health of the individual, and this had 
led to a-fresh demand for co-ordination and, centraliza- 
tion. The Local Government Board looked forward 
keenly to the prospect thus opened up. Dr. E. W. Hope 
said that civil sanitary administrators had been able to 
render services of the first importance to the naval and 
military forces, and what had been done in this direc- 
tion had awakened the public to the need for an im- 
provement in the public health service of the country. 
Each Government department had had its own indepen- 
dent health branch, and municipalities had worked under 
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legislative provisions intended to have only a local applica- 
tion, although in many instances, after the measures had 
been tested in the localities, they had been applied over 
a wider area. He mentioned in this connexion regula- 
tions dealing with housing, town planning, milk supply, 
assistance to midwives, treatment of ophthalmia neo- 
natorum, and the provision of food for infants. Most 
of the great sanitary measures from which the country 
had benefited in the past had originated from the health 
committees and sanitary authorities of the great centres 
of population, whose functions dealt with the whole of 
large units of population and were not sectional in the 
same sense as those of the various Government depart- 
ments. Some at least of the Government departments, 
including the Board of Education, and most conspicuously 
the Ldcal Government Board, had made independent 
developments in prevention, not only amplifying the 
best results of local effort, but initiating useful 
legislation on preventive lines. The essential thing at 
present was unification of control at the centre, and 
the Local Government Board was clearly the body 
from which the Ministry of Health should emerge. 
_A co-ordination of the health activities of all the other 
Government departments concerned could be assured by 
the establishment of an advisory committee upon which 
representatives of each department would sit, while dis- 
charging the same functions as to their respective boards 
as they discharged now. Dr. Hope concluded by saying 
that it might be thought he had laid undue stress upon the 
prevention.of sickness and disease, and not enough upon 
the treatment of it. The curative aspects did undoubtedly 
link up at, some points with the preventive aspects, but, 
broadly speaking, the former involved a different set of 
considerations, and an immense amount of work had to 
be done on the preventive side pure and simple, enough 
to engage the first energies of a Health Ministry. Sir 
Francis Champneys expressed the hope that under 
any arrangement which was made by the Ministry of 
Health it would-be remembered that private midwives 
were a necessity. The mothers of the poorer class insisted 
on them, and, while a system of municipal midwifery 
might perform useful functions, it would not displace the 
private midwife, who was valued by the mother or pro- 
spective mother asa confidant. . Sir Robert Morant said 
that he often found it necessary to remind people that the 
establishment of a Ministry of Health as such meant the 
setting up of acentral department, and therefore need not 
involve a large measure, nor of necessity touch local ser- 
vices at all from the legislative point of view. The 
Maternity Bill might be regarded as supplementary. 








Ireland. 


Poor Law Mepicat OFFICERS’ SALARIEs, 
ArIsInG out of recent letters in the daily press by the 
Irish Medical Secretary and other medical correspondents 
regarding the position of the profession in Ireland, the 
Trish Independent in an editorial says: It may seem 
strange that some of the boards of guardians most eager 
to vote increases of salary to their workhouse officials are 
the most reluctant to grant any increase to the medical 
officers in their service. During the year ending Sep- 
tember 30th, 1916, the salaries and rations of Poor Law 
officers were increased by £10,270, and, as the ratepayers 
will have reason to know, by a much larger sum last year. 
The increases of salaries granted to dispensary medical 
officers during the year ended March 3lst, 1917, was £911. 
There are 812 dispensary doctors in Ireland, so that the 
increase in salary given them averaged the munificent sum 
of £1 2s. 6d. per head. And all this probably was 
accounted for by some unions adopting the approved 
scales of remuneration for’ medical officers sanctioned 
by the Local Government Board several years ago. Thus 
it may safely be said that while the workhouse officials, 
as a rule, have received very substantial increases of salary 
or war bonuses to enable them to meet the increased cost 
of living, the dispensary doctors are left as they were 
beforé the war. Some, at least, of these pre-war salaries 
cannot be regarded as adequate when one finds one dis- 
pensary doctor paid £80, several others £90, and a good 
many £100 to £120-a year. This is scarcely fair treatment 











for men who have had to spend five or six years qualifying 
for their profession and are now entrusted with the 


medical care of the sick poor, whom they have to attend — 


at any hour of the day or night. 


Tue Irtsh Locan GovERNMENT Boarp. 

The report of the Local Government Board for the year 
ended March last states in connexion with the distribution 
of the sanatorium grant: The total issues out of the Irish 
portion of the sanatorium grant to March 3lst, 1917, 
amounted to £54,206 19s. 2d. ‘The suspension by the. 
Treasury of further capital expenditure from the sana. 
torium grant in respect of building new sanatoriums, and, 
save in special circumstances, of dispensaries, still remains 
in force. The considerable progress made by the county 
and county borough councils with the arrangements for 
the detection and treatment of persons suffering from 
tuberculosis in their areas is noted with satisfaction but 
it is pointed out that the more important question of pre- 
vention has not received the full attention it deserves, 
During the past year the Board has been called upon to 
deal with a larger number of soldiers suffering from tuber. 
_— than at any similar period since the beginning of 
the war. 





— 





Correspondence. 


EMETINE BISMUTH IODIDE IN THE TREATMENT 
OF AMOEBIC DYSENTERY. 
Sir,—Captain A. C. Lambert, in his paper on “ Amoebic 
dysentery and its treatment by emetine bismuth iodide,” 
published in the Journat, January 26th, 1918, states in hig 
conclusions that this drug “cannot be considered in the 
light of a substitute for emetine (by the needle), asattempts 
to treat acute cases with it alone ended in failure, until 
emetine was used in addition.” Though granting that 
emetine bismuth iodide does not appear to act so bene- 
ficially in acute cases as in the chronic carrier type of 
case, yet it can cure acute cases completely in some 
instances. I have just written a paper—which will appear 
in the Transactions of the Society of Tropical Medicine 
and Hygiene for February, 1918—on the treatment of 
acute and subacute cases of amoebic dysentery by emetine 
bismuth iodide. Out of a series of three acute cases two 
were completely cured. I have used the double method 





described by Captain Lambert, and succeeded in curing by. 


it a subacute case which had resisted emetine bismuth 


iodide alone, and it is quite possible that it will eventually. 


turn out to be the hest method of dealing with acute cases. 
For carrier cases (in white people) emetine bismuth iodide 
is far in advance of emetine by the needle, and Captain 
Lambert’s paper now brings out the interesting fact that 
this applies equally to natives of India. One rather un- 
fortunate point in the paper under discussion is that 
2 grain doses were, as a rule, given, either once or twice 
daily. As 3 grains daily (generally in one dose) has been, 
more or.less, considered the standard in the work done in 
England, it would certainly have rendered accurate com- 
parisons more easy if a similar dosage had been adopted in 
Mesopotamia.—I am, ete., 

GeEorGE C. Low, M.D., 


London, W., Jan. 26th. Temp. Capt. I.M.S. 


THE PULSE PRESSURE TEST BEFORE 
OPERATIONS. 

Srr,—Sir James Mackenzie’s observation, “ Beyond 
supplying the force that causes the blood pressure, the 
heart takes little part in the variations that occur,” is 
perfectly sound and most important, and it is sad that 
Sir James Barr cannot grasp its truth. 

One of the greatest stumbling-blocks in the way of 
progress is the imperfect investigation of primary causes. 
Sir James Mackenzie rightly remarks: “ The factors con- 
cerned in regulating the changes in blood pressure are so 
obscure that observations drawn from them are little 
better than guesswork,” and it is our business to remove 
this obscurity, and then perhaps we may in time upset the 
tradition that the heart is responsible for variations in 
blood pressure instead of being simply the mechanical 
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pump which is under the control of various determining 
forces. We may then, perhaps, see fewer cases of vascular 
disturbance which have been diagnosed as heart disease, 
put in which the heart is in reality merely the long- 
suffering, unwilling agent.-I am, cte., =~ 

rondon, W., Jan. 29th. ALEXANDER FRANCIS. 


Sirn,—I suppose every anaesthetist will join in Dr. 
Blomfield’s welcome (British MepicaL Journat, February 
2nd, p. 161) to Sir James Mackenzie’s reference (Britisu 
MepicaL Journat, January 19th, p. 101) to the “ bogey so 
often raised about the heart being unable to stand anaes- 
thetics,” and will agree that the greater number of those 
about whom one is warned beforehand as having ‘a weak 
heart” are found to have valvular lesions well compensated, 
or more often some unimportant “ functional ” disorder. 

I would, however, make this reservation, that it by no 
means follows that a heart which “can stand anaesthetics” 
(of course properly selected and properly given) can stand 
the reflex disturbances of its action, and the variations in 
blood pressure, which accompany an operation wnder an 
anaesthetic. ‘These are often ignored, or assumed to be 
included in the statement. 

During recent years it has been conclusively shown, both 
by observation of patients and by experiments in labora- 
tories, that general anaesthetics do not altogether block 
nervous currents from the site of operation (being in this 
respect inferior to spinal and local analgesics) and that 
disturbances of the respiration and circulation (perhaps of 
other functions) continually occur during every operation. 
They vary in extent and importance with the nature of 
the operation, and the condition of the patient, but as a 
possible danger should always be taken into account. As 
an instance : i 


I was asked to anaesthetize for suprapubic prostatectomy a 
man aged 65, but looking much older, of sedentary habits, feeble, 
edentulous, and dyspeptic, with lateral curvature of the spine 
and tachycardia, his pulse being uncountable by the usual 
method. Iwas told by the operator that an eminent physician 
had advised that his tachycardia was “ neurotic,” and that he 
could “ take an anaesthetic-quite well.’’ Knowing that enuclea- 
tion of the prostate is attended by reflex disturbances which as 
a rule include a sudden and considerable rise in blood pressure, 
I came to the conclusion that, supposing the nerves and muscles 
of his heart’ to be as sensitive and weak as the rest of him, if I 
were to rely upon general anaesthesia alone, he(requiring a deep 
degree) might die of overdose on the one hand or of shock on 
the other, and that if I relied upon spinal analgesia alone he 
might (like many a one in pre-anaesthetic days) die of sheer 
fright. So I gave him just enough anaesthetic to make him 
unconscious, and then an intrathecal injection. He needed no 
anaesthetic during the cperation, which was done without any 
appreciable disturbance of pulse or breathing, and at the close 
he was regaining consciousness, and his pulse was much better 
than before. 


Fortunately, in this instance it was possible to protect 
effectively the vital centres (and consequently the heart) 
from disturbance, but it need hardly be said that during 
some operations this would be difficult or impossible—and 
I doubt whether the physician who saw him was aware 
that such a problem must be faced. 

I have told the story, because it seems to bear upon 
what some of us have been urging for years, namely, that 
when there is doubt, an anaesthetist should be consulted 
beforehand, as well as a physician, or even in preference to 
the latter.—I am, etc., 


London, N.W., Feb. 2nd.‘ 


THE VALUE OF THE SANATORIUM. 

Sir,—I have followed with great interest the letters in 
the JournaL as to the value of sanatorium treatment. 
There seems to be almost a consensus of opinion as to the 
importance to be astribed to environmental factors in 
deciding the success or failure of this.method after the 
patient leaves the institution. They chiefly determine 
the event of a fresh attack. They are equally important 
in bringing about the first illness. 

May I be allowed to call attention to a point which 
seems to me to be the foundation of any logical study of 
these questions? It is this—that we must draw a strict 
line between the consideration of treatment and of pre- 
vention in this disease. Sir Arthur Newsholme hinted at 
the essential differences between tuberculosis and’ the 
acute infections in his recent report. 

’ All treatment is in a sense preventive. Fractures are 


J. D. Mortimer. 








treated to prevent further disasters. By ticatment 
(therapy) in infectious diseases we attempt to restore’ 
vital resistance, relative immunity, what you will so long 
as we all mean the same thing. By prevention we mean 
its maintenance. We cannot treat a case till we have 
failed to prevent. We are toa certain extent, I fear, still 
limited in our conceptions by the first flush of our know- 
ledge of the tubercle bacillus, and not. sufficiently alive to 
such work as Sanarelli’s paper at the Rome Congress nor 
to the importance of such demographical studies as have 
been made from the material given to us by our Govern- 
ment departments. Sanarelli has, I think, shown that 
tuberculization is our chief safeguard, and the cause of the . 
fall in the death-rate. I need not go into parallels. In 
prevention our object must be to secure that tuberculiza- 
tion, which seems to be unavoidable, and is probably better 
so, is accompanied by the maintenance of vital resistance. 

As I have written in various places since 1903, the 
sanatorium is only an object lesson and a school of hygienic. 
living specially adapted, and demonstrates how we may, 
restore resistance when it is temporarily damaged, and, 
incidentally, how we fail to do so when it is absent or. 
destroyed. 

As showing the value of early diagnosis I attach little 
importance to those sanatorium statistics proving’ that 
more favourable results occur as a consequence of early 
selection, nor to the demands for earlier diagnosis, whether 
by laboratory, radiographic, or physical examination, to 
secure still better results. We must view this question 
from all sides, and the statements made by Brouardel at 
the London Congress in 1901 as to the universality of the 
infection and the disease have been abundantlr corroborated 
since, on the living and the dead. - But we still do not 
know the recovery rates of. the various so-called stages or 
groups of cases except of such as have been diagnosed, 
and treated in institutions. Admittedly the best results 
will be obtained among “ early ” cases. 

It is more important and more difficult to form an 
opinion as to the probable effect of the declared infection, 
in any stage, on the human organism before us than to 
make an early diagnosis. This is not to be easily ascer- 
tained by “ expert ” examination before treatment, but only 
by prolonged observation under treatment, which should: 
be accompanied by all the hygienic rules of the game. 
That these are best seen at the sanatorium goes without 
saying. 

I venture to ask permission to call attention to the 
enormous importance of the duties of tuberculosis officers 
other than their merely clinical functions, especially in 
studying the factors of loss of resistance, and every factor 
other than infection which causes a high morbidity from 
tuberculosis in the populations committed to their charge. 
The potential value of the work of the general practitioner 
clinically is often overlooked, or sometimes even dis- 
paraged, and valuable time is lost while his work is being 
done for him.—I am, etc., 


London, W., Jan. 19th. Tuomas D. Lister. 


ACUTE YELLOW ATROPHY IN SYPHILIS. 

S1r,—In your issue of January 19th, p. 76, Dr. Stuart 
McDonald has brought forward a subject which requires 
the earnest attention of all syphilologists. Between the 
years 1906 and 1914 I saw only five cases of jaundice 
and one of yellow atrophy in syphilitics who had not been 
treated. These six cases occurred early in the generaliza- 
tion stage, before the rash had even fully developed. ‘The 
case of acute yellow atrophy was preceded for some 
weeks by jaundice. Since 1914, instead of seeing no 
further cases in untreated subjects, I have come across 
21 cases of jaundice and 8 of acute yellow atrophy in 
patients who had been treated with salvarsan. In the 
29 cases the hepatic trouble for the most part occurred 


within eight weeks after the last injection of salvarsan. 


All the cases of acute yellow atrophy started as such, 
and terminated fatally within five days, ‘ 

I cannot help thinking that these are cases of arsenical 
poisoning, for the following reasons: The commonest 
symptom of arsenical intoxication is dermatitis, which 
not infrequently ends fatally with signs and. symptoms 
of bronchopneumonia. Post-mortem sections of the liver 
and kidneys often showed commencing parenchymatous 
degene ation. Arsenic may attack the kidneys primarily; 
and the patient dies of uraemia. Post-mortem necrosia 
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gnd profound fatty degeneration of the parenchymatous 
eells are evident, akin to the necrosis and degeneration of 
oO arenchymatous liver cells in acute yellow atrophy. 

the primary hepatic and renal involvement the spleen 
is usually enlarged and soft, and there may also be 
degeneration of the cardiac muscle fibres. All these cases 
usually occur before the eighth week if the injections have 
been given intravenously, and sometimes as late as the 
eighteenth month if the salvarsan has been injected 
intramuscularly. I -have been able to group the large 
number of cases of arsenical poisoning I have come across 
since the war started into four classes : 

1. Those in which the skin is primarily involved; death from 
bronchopneumonia. Post mortem—slight parenchymatous de- 
veneration of the liver and kidney cells. 

2. Those in which the liver is primarily involved; death 

fromacute yellowatrophy. Post mortem—necrosis and profound 

ee of the liver cells with a lesser degree of the kidney 
8. 

WE. Those in which the kidney is primarily involved; death 

from uraemia. Post mortem—necrosis and profound degeneration 

of the renal cells, with a much lesser degree of the liver cells. 

4. Those in which the brain is primarily involved; death 
from acute encephalitis. Post mortem—profound degeneration 
of the cortical brain cells, with a lesser degree especially of 
the kidney cells. - 

In my opinion arsenic acts as a toxic agent by increasing 
the hydrogen ion concentration of the blood, a statement 
supported by the fact that chloroform, which has a similar 
action, may precipitate symptoms of acute arsenical 
intoxication.! If this view be correct, then arsenic should 
be able to be prevented from causing toxic symptoms by 
the introduction of a drug which increases the hydroxyl 





ion concentration of the blood. Sulphur has this action, 


and this is the reason why I-have so strongly advocated 
the use of intramine (di-ortho-amino-thio-benzene) in all 
— in which arsenic, and even mercury, was being 
used. 

Since I have used intramine I have given up to date 
over-6,000 injections, and in none of my cases has arsenical 
poisoning occurred. Moreover, intramine is the only drug 
capable of curing arsenical dermatitis, and in three cases 
of jaundice I have seen it do good. 

Dr. McDonald’s finding of organisms of the coli-typhoid 
group can, I think, be easily explained. In many cases of 
arsenical dermatitis a staphylococcic infection in the form 
of boils may develop two or three weeks after the onset 
of the rash. Doubtless this infection is of a secondary 
nature due to a lowered resistance, and can in no wise be 
regarded as an etiological factor. As staphylococci com- 
plicate a skin case, it is only reasonable to suppose that it 
would be colt organisms which would complicate a liver 
case, therefore the incidence of the above finding is rather 
to be interpreted as a result than acause. There is so 
much disparity between the number of cases of hepatic 
trouble which occur in untreated and treated cases, that 
I am led to the view that the great increase is directly due 
to the toxic action of arsenic. It is doubtless due to a 
reason of fear that many other cases have not seen their 
way into print, because every possible excuse is made to 
avoid labeling deaths after salvarsan as being due to 
arsenic, therefore Professor McDonald should be congratu- 
lated on opening up such an important subject. I cannot 
agree with him that there is no evidence that the salvarsan 
has materially altered in the last three years, because in 
my experience the alteration has been most marked, a 
point to which I have repeatedly drawn attention since 
the outbreak of the war.—I am, etc., 

London, W.., Jan. 20th. J. E. R. McDonaacu. 





THE CAUSATION OF SEX IN MAN. 

Sir,—The following case may be of interest: Mrs. ; 
aged 25, was delivered of twins, one being male and the 
other female, on January 12th, 1918. Im April, 1916, Dr. 
Hellier of Leeds had performed a left salpingo-oéphor- 
ectomy and ventral fixation. It might be of interest also 
to state that the ventral fixation caused such a doubling 
over of the uterus as to form a separate pouch, in which the 
second fetus was tightly held. This pouch lay in front of 
the lower segment of the uterus, which had held the first- 
born fetus. Delivery required considerable manipulation. 
—I am, etc., i 
_ Normanton, Jan. 1st. 





N. Stuart Twist. 








! Practitioner, January, 1918. 





THE INCREASE OF CAPITATION AND 
PRIVATE FEES. — 

Sir,—These two points are now being discussed, and in 
my opinion, so far as rural practitioners are concerné 
should be considered together. Have we any right to 
expect private patients to pay higher fees if we are stil} - 
willing to receive the totally inadequate remuneration 
under the Insurance Act? 

I have on several occasions quoted figures based on my 
own personal experience. During the past year recordy 
have not been insisted upon, so I cannot make any exact 
calculation, but I have little hesitation in saying t¢ 
under the Insurance Act, my own remuneration for dig. 
pensing barely covers the cost of drugs, bottles, etc., and 
that, after allowing for cost of locomotion, etc., the fee for 
a consultation or visit must be reckoned in coppers and not 
shillings. My experience may be exceptional, but can 
scarcely be unique. ; 

Can any one point to any other body of men who have 
not been compensated by war bonus or other means for 
necessarily increased expenses in carrying out a contract 
owing to the war ? : 

When we have demanded and received extra remunera- 
tion under the Insurance Act to cover the extra cost, 
and when we have been paid on the full number on our 
lists, then let us consider the raising of fees all round.— 
I am, etc., 

West End, Hants, Feb. 4th. 


C. H. Powers. 


=e 








Obituary. 


JOHN McCRAE, M.D.Toronto, 
Lievt.-Cotonent C.A.M.C.; ConsuLTING PHysiciAn, B.E.F., FRANCE; 
LATE SECOND IN COMMAND (McGiLu UNIVERSITY), CANADIAN 
GENERAL HOSPITAL. 

Lievt.-CoLoneL Joun McCragz, the distinguished Canadian 
physician and author, died with painful suddenness on 
January 28th, of pneumonia. On January 23rd, the day 
upon which his illness first showed itself, the order came 
through for him to join one of the armies as consulting 
physician. 

He was the second son of Lieut.-Colonel David McCrae, 
and was born at Guelph, Ontario, in November, 1872. He 
was educated at Guelph and at the University of Toronto, 
where he graduated B.A. in 1894, M.B. in 1898, and M.D, 
in 1910. In 1899 he was appointed Governors’ Fellow in 
Pathology, McGill University, Montreal, becoming later 
lecturer in pathology, and then in clinical medicine, at the 
same university. He studied abroad under Marchand 
and others. He was assistant physician at the Royal 
Victoria Hospital, Montreal, and physician to the Alexandra 
Hospital for Infectious Diseases. 

An active and rapid worker, he was co-author with Pro- 
fessor Adami of a well-known textbook of pathology, of 
the article ‘‘Oesophagus” and yet other articles in the 
System of Medicine by Sir William Osler and Dr. Thomas 
McCrae, his elder brother, and contributed many articles 
on pathology and clinical medicine to the medical journals, 
He was on active service as a combatant officer in South 
Africa during the Boer war, and went overseas with the 
first Canadian contingent in October, 1914, as medical 
officer to the 1st Brigade, Canadian Field Artillery. When 
the McGill University Hospital unit was formed, in the 
spring of 1915, he was appointed lieutenant-colonel in 
charge of the medical division, joining that unit when 
it reached France in the summer of that year. With. it 
he remained until his death, serving with the utmost 
efficiency and loyalty. The paragraphs which follow, by 
Colonel Elder, O.C. McGill University Canadian General 
Hospital, and by Lieut.-Colonel J. G. Adami, with whom 
he was so long associated, will indicate the position he 
held and the influence he wielded. He was unmarried. 





Lieut.-Colonel ADAMI writes : 

There have been few finer characters, or men of richer 
and more varied endowment in the Imperial Medical Service 
than John McCrae. First and foremost he was a soldier, 
sprung from old Galloway fighting stock. Seven out of 
the eight McCraes who find mention in the last issue of 
“Who’s Who” are soldiers. His father, Colonel David 
McCrae, who had been a noted breeder of Galloway cattle, 
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he had passed seventy came again to the colours, 
mo and Mecaghh a battery to England, and bore it 
hardly that he was not permitted to take it to Flanders. 
When the Boer war opened John McCrae himself, a junior 
militia officer in the 16th (Howitzer) Battery of his native 
town, Guelph, although by now a graduate of medicine 
and just embarked upon his career in Montreal, found the 
call too strong for him, and at the first opportunity went 
to South Africa as a lieutenant in the Canadian Artillery. 
There he was present at Belfast, Lydenburg, and several 
other engagements, and gained the Queen’s | medal with 
three clasps. In 1902 he gained his majority and was 
given command of his original battery. But for the fact 
that he was on his way to England when the great war 
opened, he would have served under his old chief in 
South Africa, Colonel (now Brigadier-Genera)) E. W. B. 
Morrison, D.S.O., C.M.G., as a combatant officer in the 
First Canadian Field Artillery. Rather than be left behind 
he had to satisfy himself by accompanying the brigade as 
medical officer, in the hope that, should a vacancy occur, 
he might be given a battery. In this position his partiality 
for observation posts caused some little trouble. : He was 
with the. brigade all through that critical day in April, 
1915, when, along the Yser Canal, north of Ypres, the 
scant line of Canadian guns, with not too abundant 
ammunition, alone intervened between the German hosts 
and Calais and Boulogne. ae 
The straining at the leash to take an active part when 
compelled to be merely an onlooker told upon him, and 
when the call came to join No. — (McGill University) 
Canadian General Hospital as head of the medical service, 
he recognized, although with a heavy heart, that his duty 
lay with his colleagues who formed the unit. ; 
For if he was a soldier by birth, medicine has been his 
life’s work, and for sixteen years he had been associated 
with the staff of McGill Medical Faculty, first as patho- 
logist, later as lecturer in clinical medicine. In his chosen 
profession the place he had gained is indicated by the fact 
that he was one of the eight or so Canadian members out 
of the six score who constitute that most select body, the 
Association. of American Physicians. Apart from his great 
personal charm he was admirably equipped to become 
a leader in the profession. Although belonging to the 
rival university I willingly admit that in the late eighties 
and early nineties, for those capable of taking advantage 









thereof and electing to pursue further studies elsewhere . 


after graduation, the University of Toronto afforded the 
finest medical education in North America. The clinical 
opportunities at that time were not of the very first order,. 
bat the preliminary training in science was singularly full 
and thorough. The combination of Ramsay Wright's 
stimulating and thought-compelling lectures in general 
biology, with A. B. Macallum’s practical course in physio- 
logy, developed a set of men who to-day are leaders in 
American medicine: Llewelys Barker of Baltimore, 
Thomas McCrae of Philadelphia (John’s elder brother, 
who also for a time was Lieut.-Colonel C.A.M.C. and head 
of the medical service of a Canadian general hospital), 
W. G. MacCallum of Columbia and now again of Johns 
Hopkins, I. Futcher of Johns Hopkins (also Lieut.- 
Colonel C.A.M.C.), Oskar Klotz of McGill and Pittsburgh, 
and John McCrae. No school of this generation in 
North America can claim quite so brilliant a band of 
physicians and pathologists as original alumni. John 
McCrae had been Fellow in Biology at Toronto at the 
conclusion of his course in arts before coming to me 
as Fellow in Pathology at McGill after graduation in 
medicine. Pets 
It was this long-continued and thorough training in 
medical science that made John McCrae the sound and 
capable diagnostician and the inspiring teacher. His 
military habit of mind made that teaching precise; men 
had to be given definite instruction. To quote from a 
letter of Captain A. Malloch, C.A.M.C., author of that 
curiously interesting by-product of the war, the story of 
Finch and Baines, those two old physicians and friends 
who lie side by side in the chapel at Christ’s in Cam- 
bridge: ‘‘ Where other clinics have failed I am able to 
look back at some of his clear-cut pictures of disease. 
Dogmatism certainly has its place.” , 
It came as no surprise to those of us who knew his 
sterling qualities when we heard the news a few days 
before the all too sudden end, that he, who for two and a 
half years had been head of the medigal service at ‘“‘ No. — 
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Canadian General,” had been appointed consultant 
physician to the Imperial troops overseas. He was the 
first Canadian to whom the like position lad been offered. 
We knew that the honour had been as well won as it had 
been unsolicited, that it was an honour to Canada; and 
that he would do Canada credit. : : 

He felt the war intensely, and it had changed him. 
Loyal and straightforward as ever, he was no longer the - 
cheery, light-hearted companion full of good sayings. In. 
old times he was as apt with a story as was Abraham 
Lincoln. His memory was extraordinary. ‘here was @ 
notable journey which the late Earl Grey, when Governor- 
General, took with a chosen few, in canoes manned by 
Indians, from Lake Winnipeg down the Nelson River to 
York Factory, and thence by the Government steam 
yacht across Hudson Bay and around Labrador to 
Prince Edward's Island and the St. Lawrence. McCrae 
was of the elect. Lord Grey used to recount that during 
the expedition he estimated that each working day: 
Dr. McCrae poured out anecdotes and bons mots at the 
average rate of eight an hour, or, in all, something over 
three thousand, and, notwithstanding, he never once heard 
him repeat himself! Now, the war was with him night 
and day, and, while kindly and devoted to those under 
him, he expected from them the same wilitary spirit and 
sense of high responsibility, and was impatient when he 
thought either wanting. Not all at first understood the 
change or could rise to his level of service. 

It is not, however, as soldier, pathologist, or physician, 
for his work upon agglutinins, mycotic aneurysms, and 
the oesophagus, or for his clinical studies upon the 
exanthemata, nor again as the most delightful and truest 
of friends that John McCrae will most surely.go down to 
posterity. He was a master of English undefiled, and as 
a master of English and a poet his memory will be pre-- 
served. It is a commonplace that this war has brought 
with it an outpouring of verse such as England has not. 
seen since the Elizabethan days. I have no hesitation in 
stating my belief that amongst the three or four im- 
perishable poems owed to the war, poems which must 
become the heritage of the race—along, let us say, with 
Rupert Brooke’s best sonnet and Julian Grenfell’s noble, 
lines—Jack McCrae’s exquisite rondeau, “In Flanders 
Fields” must have place. Equally beautiful, though less 
generally known, is his “ Brecon Town,” which appeared 
some few years ago in the University Magazine, that 
magazine which, under the editorship of another Montreal 
physician and soldier, Sir Andrew Macphail, has brought 
to light so much that is best in Canadian thought, whether 
in prose or poetry. He had a singularly fine taste, and 
only gave forth that which was of the best. Thus, to my 
knowledge, but a dozen or so of his poems have been 
printed, one and all of high merit. Reading these two, 
his highest achievements, it is as though, with Brooke and 
Grenfell, he foresaw the inevitable end. 





Colonel J. M. Exper writes: 

The funeral, which was held from No. —- General Hos- 
pital (to which he bad been removed to be under his 
friend Sir Bertrand Dawson) . .. was by far the largest 
and most impressive I have seen here; indeed, it was the 
most impressive military funeral I have ever seen any- 
where, ... All the officials here, especially Brigadier-. 
General Wilberforce, were very kind to me, had sympathy 
for us in our trouble, and regret at the loss of our friend 
was universal. General Currie, General Morrison of 
course, General Dodds, and many others from the head 
quarters staff, came down specially for the funeral and 
marched in the processiou, which was headed by Sir 
Bertrand Dawson and myself as chief mourners. Sir 
Arthur Sloggett was present to meet us at the grave, with 
his staff. Ido not think there was a commanding officer 
in this area who was not there. The Base Commandant 
and D.D.M.S. were present, as was a large deputation 
from the Harvard Hospital and our dear old friend Sir. 
Almroth Wright. Seventy-five of our personnel, headed by 
six staff sergeants and sergeants who carried the body 
from the gate of the cemetery to the grave, acted as an 
escort. . . . The firing party preceded the coffin. “ Bonfire” 
(the Colonel’s horse, to whom he was greatly attached), 
decked with the regulation white ribbon, followed the 
coffin, then the chief mourners and our rank and file,. 
followed by our officers, who were nearly all present, and. 
the rank and file party from No. — General Hospital, then 
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the officers from the base, followed by General Wilberforce 
and the D.D.M.S. About seventy-five of our Sisters, 
in their caps and white veils, lined up at No. — General, 
then they took their ambulances, met us at the grave- 
side, and again lined up. They were there at the special 
request of the commandant, and added much to the 
impressiveness of the ceremony. Colonel Adams made at 
the open grave the finest prayer to which I have ever 
listened. We watched the grave being rapidly filled in, 
and it was perfectly covered with the floral contributions 
which came from everywhere. 

The day of the funeral was a beautiful spring-like day ; 
none of us wore overcoats. You know the haze that comes 
over those hills at W——. I felt so thankful that the poet 
of “Flanders Fields” was lying out there in the bright 
sunshine in the open space he loved so well, instead of 
being cramped in that miserable city graveyard which 
he hated so much. I know this is only sentiment, but 
sentiment counts after all in this world-war. 





JAMES SPOTTISWOODE CAMERON, M.D.Epm., 
ForMERLY M.O.H., LEEDS. 
WE regret to record the death, at the age of 73, of Dr. J. 
Spottiswoode Cameron, late M.O.H. for Leeds, which 
occurred on January 30th after a long illness. He.re- 
ceived his medical education at the University of Edin- 
burgh and graduated M.B. in 1868 and M.D. in 1870. His 
first appointment seems to have been that of resident 
dispensary medical officer at the Bradford Infirmary. In 
1877 he became M.O.H. for Huddersfield; it was one of 
the first towns to adopt the compulsory notification of 
infectious diseases, and the system was introduced during 
Dr. Cameron’s term of office; he was also physician to the 
Huddersfield Infirmary. In 1889 he was appointed M.O.H. 
for Leeds, a position which he retained until his health 
failed three years ago. He-thus held this important 
appointment for twenty-six years and during that time 
did-much to transform Leeds from one of the most back- 
ward towns, in a sanitary sense, to one of the most ad- 
vanced; the main problem was created by the existence 
of a large area of slum property. He was a steadfast 
opponent of the evil principle of building industrial houses 
back to back, but local opinion was too strong and he had 
to give way on this point in many parts of the area. 
Nevertheless, he was able to accomplish a great deal, and 
the progress which has been made may be dated from 
1895, when an area of 56 acres comprising 555 properties 
was scheduled under an improvement scheme undertaken 
by the municipality. During his administration the water 
carriage system of sewage was made general and infectious 
disease hospitals were erécted. The efficiency of his work 
may perhaps be judged by the single fact that the death- 
yok of Leeds fell from an average of 22 per 1,000 to 15 per 

Dr. Spottiswoode Cameron was a member of the British 
Medical Association, and at one time took an active share 
in its work. He served on the old Parliamentary Bills 
Committee and also on the central Council; he was, in 
addition, vice-president of the Section of Public Medicine 
at the annual meeting in London in 1895. His published 
writings include books on the working of the Infectious 
Diseases (Notification) Act, on cholera and on nuisances 
and insanitary conditions, as well as a popular work on 
healthy houses; but his most important writings are 
contained in his annual health reports for Leeds. He was 
for many years a frequent contributor to our columns, 
and his wide knowledge of public health law and ad- 
ministration and his breadth of view and public spirit 
were much appreciated. 

Dr. Cameron leaves a widow, a daughter, and two sons, 
one of whom is serving in the army, and the other in 
the Sudan Government service. 

WE regret to record the death on January 25th, at the 
age of 54, of Dr. Taomas Frank Ricketts, medical superin- 
tendent of the Park Hospital, Hither Green, and the 
leading authority on small-pox. He was educated at 
Cheltenham College and Guy’s Hospital. He obtained the 
diplomas M.R.C.S., L.R.C.P. in 1889, the D.P.H. in 1892, 
and M.R.C.P.Lond. in 1899; the B.Sc. degree of the Uni- 
versity of London in 1886, the M.B. and B.S. in 1890,-and 
the M.D. (qualifying for gold medal) in 1891. Entering 
the service of the Metropolitan Asylums Board he was 
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appointed in 1892 medical superintendent of the hogpj 

ships for small-pox, on the Thames, near Dartford; and 
later of the small-pox hospital at Joyce.Green near the 
same place, and of the River Ambulance Service. In 19]§ 
he became medical superintendent of the Park Hospital, 
As this long period (twenty-three years) in charge of small. 
pox hospitals included the epidemic of 1893 with about 
2,500 cases, and that of 1901-1902 with about 10,099 
cases, and also much diagnosis work at the receiyj 

stations in London, it is obvious that the experience 

Dr. Ricketts'on this subject was enormous. What made 
his diagnosis unchallengeable was that he brought tg 
his work a scientific mind of the finest calibre which 
made difficult work look easy. The extreme difficulty of 
making a correct diagnosis of every one of many thousands 
of cases presented as small-pox, in all varieties of place 
and time, is a commonplace. Dr. Ricketts’s skill wag 
almost uncanny. His work in this field was brilli 

and conducted with gentle decision and modesty. Hig 
scientific fame rests on the fact that he brought the varied 
points which bear on the diagnosis of small-pox into their 
true proportion and within the comprehension and power 
of the ordinary man. In his classical monograph, The 


Diagnosis of Small-pox, to which Lieut.-Colonel J. B, - 


Byles, R.A.M.C., contributed the photographs, Rickettg 
displays much acute observation and reasoning, and shows 
that the key to the diagnosis is the distribution of the rash, 
this phenomenon being nearly always reliable for yielding 
a correct interpretation. Dr. Ricketts’s great services to 
the public of London, and indeed to the whole country, 
have never been generally known. He predicted with 
accuracy the heavy London epidemic of 1901-1902, and to 
him more than to any other single individual is due the 
prevention of a real disaster for London, and the saving of 
many thousands of lives. He it was who indicated the 
correct measures to be taken and the men to be employed 
to cope with a very ugly outbreak. He was admired as a 
master-mind, respected for his courage and common 
sense, attractive by reason of his sense of humour and 
correct opinions, and loved as a friend. 


Dr. Dorotuy EImeEn Pratt, assistant county medical 
officer for Hampshire, who died suddenly on January 10th, 
was the eldest daughter of Mr. Henry Pratt, V.D., of 
Exeter. She received her medical education at the School 
of Medicine for Women, Edinburgh, and graduated M.B, 
C.M.Edin. in 1898, taking the M.D. and M.Ch. degrees in 
1912. She had served as superintendent of the State 
Hospital for Women and Children, Srinagar, assistant 
medical officer to the Plaistow Fever Hospital, medical 


inspector of schools under the Kent County Council, and 


assistant tuberculosis officer for Lambeth. She took @ 
great interest in surgery and was the author of a report of 
two unusual cases of abdominal tumours published in the 
Indian Medical Gazette of 1912. She was a member of 
the British Medical Association. , 








Gnuibersities and Calleges. 


_ UNIVERSITY OF ST. ANDREWS. 
THE following degrees were conferred on January 19th: 


M.B., Ca.B.—Kathleen I. David, W. A. Fraser, Dora M. Walker. 








; UNIVERSITY OF LIVERPOOL. 
— —— in Public Health has been awarded to G. W. 
rocter. j 





ROYAL COLLEGE OF PHYSICIANS OF LONDON. 

AT an ordinary meeting on January 3lst, when the President, 
Sir Frederick Taylor, was in the chair, Drs. Stanley Arthur 
Bull (New Zealand), Oliver Horsley Gotch (London), W. Hill- 
grove Leslie McCarthy (London), and W. Marshall Macdonald 
(New Zealand) were admitted Members. Licences to practise 
were granted to eighty-one candidates and diplomas in public 
hea!th to two. 

Drs. W. H. Hamer, A. F. Voelcker, F. F. Caiger, and Raymond 
Crawfurd were elected councillors. 

The President was asked to nominate a committee to report 
upon the question of a Ministry of Public Health, and a memo- 
randum upon the subject from the Royal College of Physicians 
of Edinburgh was received. 

The President announced that the Harveian Oration will be 
delivered by Dr. Percy Kidd, the Bradshaw Lecture by Dr. 
Aldren Turner, and the Milroy Lectures by Dr. H. Kenwood 
during the present year, and that Dr. J.C. McVail had been 
appointed Milroy Lecturer for 1919. 
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THE Midwives (Ireland) Bill passed through its final 
stages last week. 

‘DR. J. R. MASON has been elected an alderman of New- 
castle-upon-Tyne. He has represented All Saints’ Ward 
on the council for nearly twenty years. 

‘THE London County Council has determined that the 
London lunatic asylums shall in future be designated 
mental hospitals, except in legal documents, where an 
alteration in the name would require an Act of Parliament. 

. THE. London Insurance Committee has adopted a reso- 
lution welcoming the efforts of the Minister of Reconstruc- 
tion to formulate a scheme for the immediate establishment 
of a Ministry of Health which would possess full maternity 
and infant welfare powers. 

DR. MOND undertook to pay £62,000 as an endowment 
fund for the David Faraday Research Laboratory of tke 
Royal Institution before 1926. His trustees have now 
anticipated the obligation, and have transferred £66,500 
in 5 per cent. War Stock to the trustees of the laboratory. 

A COURSE of four lectures on the electrical examination 
of the nervous system by Professor A. D. Waller, F.R.S., 
and Miss Mary D. Waller, B.Sc., lecturer on physics at the 
London School of Medicine for Women, began on February 
6th at 5 p.m. in the Physiological Laboratory of the Uni- 
versity of London, and will be continued on February 13th, 
th, and 27th, at the same hour. 

THE Minister of Pensions has appointed an Advisory 
Council, consisting of thirteen surgeons, two engineers, and 
two limb makers, to advise on matters which may be 
referred to it with regard to the manufacture and supply 
of artificial limbs and appliances. Sir Charles Kenderdine, 
the new Director of artificial limbs supply to the Ministry, 
is the chairman of the Advisory Council, which held its 





_ first meeting on February 7th. 


ACCORDING to a report of the results of the cmpaigna 
against ankylostomiasis carried on in Costa Rica in 1916 
Dr. L. Schapiro under the auspices of the Rockefeller 
Foundation, the number of persons examined down to 
the end of the year was 83,921; of these 49,884 were found 
to be infected, of whom, 42,000 were cured. 

THE twelfth award of the triennial Reuben Harvey 
memorial prize will be made.on July lst. The competition 
is open to all students of the various schools of medicine 
in Dublin and to graduates or licentiates of medical 
licensing bodies in Ireland of not more than three years’ 
standing. Full particulars will be found in our advertise- 
ment columns. 

GENERAL LEONARD WOOD, of the United States army, is 
not the only man who, beginning as a doctor, has become 
the head of an army. General Boriani, who commanded 
the Italian troops on the Asiago plateau, where in the face 
of heavy odds they successfully checked the advance of 
the enemy, was educated for the medical profession and 
for many years practised gynaecology. 

‘NOTWITHSTANDING frequent bombardments the life of 
the University of Nancy has not been suspended. At the 
opening of the present academic year the French Minister 
of Public Instruction delivered an eloquent.address in 
praise of the courage and public spirit of the teaching 
staff and the students. He then decorated the University 
with the Military Cross. 

THE French Food Controller informed the Chamber of 
Deputies on January 28th that the uniform ration of 
300 grams of bread by ticket which came into force in 
Paris and its suburbs on the following day was only a 
temporary expedient enforced at once to prevent food 
hoarding. It was intended by subsequent orders to 
supplement the allowance to persons who really needed a 
larger quantity. 

AT the annual meeting of the Scottish Western Asylums’ 
Research Institute in Glasgow, on January 29th, Dr. 
Oswald, physician-superintendent of the Glasgow Royal 
Infirmary, announced that with the help of an anonymous 
donor arrangements had been made for the endowment of 
@ research scholarship in mental affections, of the annual 
value of £250, to be held at the Western Asylums’ Research 
Institute. No appointment will be made during the con- 
tinuation of the war. 

M. GoDART, Parliamentary Under Secretary for War in 
charge of, the medical department of the French army, 
resigned unexpectedly last week because the Chamber 
refused to postpone the consideration of an interpellation 
with regard to an impostor who had succeeded in obtaining 
a medical commission. This person had contrived to get 
& certificate of competence as a surgeon from the Faculty 
of Lyons, for which city M. Godart is deputy. During a 
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brief but heated discussion certain deputies alleged that 
the war ministry was being imposed upon in a similar 
manner in other instances. . 

A MEETING of the West London Medico-Chirurgical 
Society was held at the West London Hospital on 
February lst, Dr. A. J. Rice-Oxley being in the chair. ° 
Dr. Knyvett Gordon read a paper on the cancer problem 
and its clinical significance, illustrated by microscopic 
slides and coloured plates. Following the reading of the ’ 
paper there was an interesting discussion, in which Dr. 
F. J. McCann, Major Jocelyn Swan, Mr. Aslett Baldwin, . 
and others took part. Earlier in the evening Mr. P. 
Mackay from New Zealand exhibited an artificial hand 
and arm, which he had made for himself and since . 
patented. 

THE disease which causes what is called “contagious 
abortion’’ in cows is due to a bacillus which may infect 
cows which are not pregnant and also bulls, although the 
latter are not frequent disseminators. According to state- 
ments made by Dr. John McCall, Assistant Veterinary 
Officer of the Board of Agriculture, in a recent address 
to the Scottish Chamber of Agriculture, the disease 
is generally spread in the field by a cow which has 
aborted and has been allowed too soon to run with the 
others; it is spread also by the exposure at public auc- 
tion of an animal known to have aborted. The disease is 
not serious in non-pregnant animals, ‘and vaccination of 
the non-pregnant animal with living cultures of the 
bacillus renders it immune. Among between 2,000 and 
3,000 animals so vaccinated in a single county during the 
last year or two less than 1 per cent. had aborted. - ; 

PLAGUE has never been endemic in Malta, but from time 
to time it has been imported, often with serious conse- 
quences. Dr. Bernard, M.O.H. of. the island, has written 
a short report on the epidemiological investigation of 
certain cases of plague that occurred there in 1917. .The, 
disease broke out in March, but was localized quickly and 
rapidly suppressed. All the cases except one were males, 
their ages varying between 18 and 54 years. Four men 
died, and in three of them the nature of the disease was 
not recognized during life; one died at the Contagious 
Diseases Hospital at Gozo. The mortality rate was 50 per 
cent., well below the average. Most of the cases were 
bubonic in type. The ordinary sanitary precautions were 
adopted, and the disease was limited and prevented from 
spreading. Dr. Bernard is-to be congratulated on the 
success he obtained in dealing with the outbreak. 

IN a.recent number of a Neapolitan medical journal 
(La Medicina Pratica, Naples, 1917, ii, 329) Professor 
A. Romano draws attention to a forgotten method of 
arresting epileptic convulsions described by the late 
Professor Baccelli as long ago as 1862. This consists in 
pressing the left thumb and index as an arch against the 
patient’s temporal regions, while the right thumb makes 
counter-pressure in the hollow between the two com- 
plexus muscles over the cruciform tuberosity of the 
occipital bone. The method was improved by Solivetti, 
who directed that the left hand should make pressure in 
the frontal rather than the temporal region of the head, - 
while the thumb and index of the right hand make 
counter-pressure beneath the occipital bosses. According 
to Professor Romano, this improved method of treatment 
will arrest the convulsions in 40 per cent. of cases of true 
idiopathic epilepsy ; it is of no value in the case of other 
forms of epileptiform convulsions. The rationale of the 
method is obscure; Professor Romano thinks that it may 
act by cutting short the congestion of the base of the 
brain and of the medulla that has been supposed to be the 
immediate cause of the convulsions in true epilepsy. 

LAST summer the Berlin Society for Race Hygiene 
presented a memorandum to the Reichstag in favour of 
making medical examination before marriage compulsory. 
The society urged that even before the war the process of 
the survival of the fittest had been seriously interfered 
with and that the war had destroyed a considerable 
portion of the most able-bodied males. Medical examina-. 
tion would lead to the early diagnosis, and possibly the 
cure, of conditions leading to sterility. The medical ex- 
aminer would be bound by the rule of professional secrecy 
and would-be authorized to communicate the result of his 
examination to the other party only when silence would 
mean concealment of evils. The society suggested that 
the certificates of fitness for marriage should be issued 
only by medical officers belonging to the applicant’s place 
of residence. The certificate should deal only with thé 
presence of diseases, or tendency to disease, notably 
mental and nervous disease and infectious disorders likely 
to be transmitted by marriage. The certificate should 
state whether the medical examination indicated the 
inadvisability of marriage. 
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ZL etiers, Notes, and Anstvers. 


ORIGINAL ARTICLES and LETTERS forwarded for publication are 
understood to be offered to the BRITISH MEDICAL JOURNAL alone 
unless the contrary be stated. 


CoRRESPONDENTS who wish notice to be taken of their communica- 
tions should authenticate them with their names—of course not 
necessarily for publication. 


AvrnHors desiring reprints of their articles published in the BRITISH 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. 


The telegraphic addresses of the British MEDICAL ASSOCIATION 
and JoURNAL are: 
1. EDITOR of the British MEDICAL JOURNAL, 
Westrand, London ; telephone, 2631, Gerrard. 
2. FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Westrand, London; telephone, 


, Gerrard. 
3. MEDICAL SECRETARY, Medisecra, Westrand, London ; 
telephone, 2634, Gerrard. The address of the Irish Office of the 
British Medical Association is 16, South Frederick Street, Dublin. 
The address of the Central Medical War Committee for England 
and Wales is 429, Strand, London, W.C.2; that of the Reference 
Committee of the Royal Colleges in London is the Examination 
Hall, 8, Queen Square, Bloomsbury, W.C.1; and that of the Scottish 
Medical Service Emergency Committee is Royal College of 
Physicians, Edinburgh. 


Aitiology, 





= Queries, answers, and communications relating to subjects 
to which special departments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


LETTERS, NOTES, ETC. 


A’ PAMPHLET, entitled A Searchlight on Germany, has been 
written by Dr. William T. Hornaday for the American 
Defence Society, and is published in this country by Messrs. 
Bale, Sons, and Danielsson eects eras 3d.). It consists 
of three parts, dealing respec _— with the blunders, crimes, 
and ag egret of Germany. It is the sort of pamphlet 
which the people who want peace at the German price should 
be given to read. 


Mr. LEIGHTON KESTEVEN writes to correct an error in his 
article on ionic medication published in the JouRNAL of 
yes 29th, 1917 (p. 423). In the last line of the first 
column the strength of the zinc iodide solution to be used in 
cases Of middle-ear catarrh is given as 30 per cent. The 
correct strength is 3 per cent. 


INCREASED EXPENSES OF PRACTICE. 

COLLIERY SURGEON writes: Some weeks back it was stated in 
the BRITISH MEDICAL JOURNAL that expenses of doctors had 
increased from 10 to 35 per cent. My expenses, as allowed 
by the income tax officials, were in 1913 £280, in 1914 £276, 
in 1915 £400, and in 1916 £461. In 1917 my expenses (calcu- 
lated) were £498. 


THE FUTURE OF THE Poor Law. 

Dr. A. WITHERS GREEN (Honorary Secretary, Poor Law Medical 
Officers’ Association, Wardrobe Place, London, E.C.4) writes: 
All Poor Law medical officers should order through their 
booksellers from H.M. Stationery Office the ‘‘ Report of 
transfer of functions of Poor Law authorities in England and 
Wales, 1918,” Ministry of Reconstruction, Local Government 
Committee. Price 3d. net. It should be carefully studied 
as a first instalment of coming changes. This document 
coming first in a series of proposable changes would seem to 
save Poor Law medical officers from the clutches of the In- 
surance Act. Atall events very definite promises are made 
which should conserve our interests provided we beforehand 
are prepared for action. It is surely the duty of each medical 
man to set aside some definite time weekly for reading and 
meditating on State intraprofessional subjects. To neglect this 
may be to fall into self-ruin and collective disintegration, for 
we always are apt to be behindhand. I would suggest that 
each county should collect its Poor Law members and put 
their opinions together into one document, so that each in- 
dividual and all unitedly would have a consensus of views 
before them. I would be pleased to receive such a statement. 
Montgomery and West Derby, for example, have thus acted 
and appointed a local secretary. 


FINGER CRACKS. 

DE. LEONARD J. Kipp (London) writes: I find that the most 
roublesome cracks occur within one-eighth of an inch from 
the border of the nails. They appear invariably soon after 
cutting the nails moderately short, provided the weather be 
= and the temperature below 50° F. Dry, cold, frosty 
weather heals them rapidly, without local applications. 
Gloves worn all night after free rubbing in of vaseline, cold 
cream, or the ‘‘ mel rose tablet,’”’ always relieve them. If I 
keep my nails long, I seldom have cracks. They are said to 
be specially frequent in that very common condition, mild 

bypothyroidism. 





BO.LIsME. 

Buuimy, or boulimy, or bulimia, or boulimia, still maintaj 
precarious existence in medical terminology. The deri 
is from the Greek word fovAumia, signifying an ox-like hung 
During the Middle Ages, however, the form bolisme ¢ 
into use, apparently owing to an accidental error. We learn 
from Coulton’s Social Life in Britain from the Conquest to the 
Reformation that John of Trevisa (1326-1412), in his translation” 
of the book of Bartholomew de Glanville on the nature of 
things (Lib. xviii, cc. 25-8), after much in praise of the 
character, wrote: ‘‘ Houndes have other proprites that b 
not ful good, for houndes have contynualle Bolisme, that 
immoderate appetyte.’”? The recent introduction of the 
“*Boloism” is a curious example of two words of almos¢— 
identical sound and spelling being derived from totally ~ 
different sources. 3 


LISTER AND THE BEGINNINGS OF THE ANTISEPTIC SYSTEM, 7 
Mr. H. NELSON Harpy (Thornton Heath, Croydon) writes: Tn” 

Colonel Mayo-Robson’s most interesting article on surgical 
dressings, etc., there is a sentence which seems to me of more 
than doubtful accuracy as to dates—‘‘ My first experience, 
he writes, ‘‘ of an antiseptic operation, long before Lister intro- 
duced his system, was in 1875,” the words italicized being thoge ~ 
to which I desire to draw attention. Pe 

Now some eight years before the date mentioned, that is, in 
the year 1867, the year in which I became M.R.C.S8., I wag 
for six months a resident in the Liverpool Royal In 
where Mr. E. R. Bickersteth, one of Live l’s ‘leading sur. 
geons at the time, was a firm believer in Listerism, and h 
it carried out in his wards. 

The system was then, I remember, in its transitory stage ¢ 
carbolic oil, 1 to 5, which proved, of course, far too sti 
and gave rise to much adverse criticism among us residents; 
but my point is that if had not only been ‘introduced by 
Lister, but adopted by Bickersteth, eight years before th 
date mentioned by Colonel Mayo-Robson. 

*,* Mr. Nelson Hardy is no doubt right as to dates. The 
first paper in which Lister described the antiseptic method | 
its then early stage was published in the Lancet in parts ‘at 
various dates during 1867. The first case there recorded was 
one of compound fracture of the left leg admitted into Glasgow 
Royal Infirmary on August 12th, 1865. His first general dig- 
cussion of the system was contained in a paper read befo 
the British Medical Association in Dublin on August: 9¢ 
1867, published shortly afterwards in the BRITISH MEDICAL 
JOURNAL (1867, vol. ii, p. 246). The whole story is told in § 
Rickman Godlee’s recent Life, where is quoted a letter from” 
Bickersteth dated April 20th, 1869, in which he speaks of © 
himself as “a firm disciple in the antiseptic theories and 
practice.” 4 

We may take this opportunity of referring to a point as to | 
which another correspondent appears to be under some mis- © 
apprehension. In the Life (p. 21) it is said that Lister whilg | 
at University College became one of the champions truste 
to maintain the reputation of that college, and that he fully” 
justified the confidence of his fellow students; a quotation is © 
made from a letter by Sampson Gamgee of August 30th, 1850, © 
in which he thanked Lister “ for having sustained the honour © 
of the school after such a critical session as that of 1849-50, 


Had it not been for you University College would have been — 
a nonentity at the examination for honoursat the University.” 


A reference to the Calendar of the university at that time © 


shows that at the honours examination in 1850 Lister was ~ 


second in anatomy and physiology (gold medal) bracketed ~ : 


third in chemistry, the late Dr. Pavy being second, and was 
first (gold medal) in structural and physiological botany. In — 


1852 he was first in surgery, taking the University scholar- ~ 


ship and gold medal, and took honours also in physiology and 


comparative anatomy. Only one other student from Uni- — 
versity College appears to have taken honours at the M.B. 
examination of the University of London in that year. 
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